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COLLECTIVE REVIEWS 


RECENT 


By M. S. 


ADVANCES IN 


7ITHIN the last five years literature on 

W orthopedic work has been very conspicu- 

ous. One seldom sees a medical journal 

that does not contain an article pertaining to 

orthopedic surgery, which in itself is proof that 

the medical profession as a whole is taking a keen 
interest in this work. 

While other specialties have had their day, only 
to be relegated to the field of the general surgeon, 
orthopedic surgery has maintained its place and, 
particularly in America, is more strongly than 
ever intrenched as a specialty to which an in- 
creasing number of men are devoting their entire 
time. The chief reason for this perhaps is the 
fact that orthopedic cases entail prolonged and 
careful post-operative treatment, and the general 
surgeon with a large clinic to maintain and whose 
energy is taken up with cases of a more acute 
type finds he has not the necessary time to devote 
to this task. Two years ago a section devoted to 
orthopedic surgery was created by the American 
Medical Association. 

An exhaustive review of the literature on the 
subject of orthopedic surgery would involve too 
much detail for a paper of this character. The 
writer, therefore, will confine himself to those 
subjects that have been prominently under 
discussion. 


TRANSPLANTATION OF BONE 
As a branch of orthopedic surgery the successful 
transplantation of bone has probably been the 
most important. While many good results have 


been reported in the transplantation of bone from 
one individual or even one animal to another, 
the best results have been attained in the trans- 
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plantation from one area to another in the same 
individual. That foreign bodies may heal per- 
manently in the living tissues is an established 
fact. Gluck (1), Bircher (2), and K6nig (3) 
have recorded the successful replacement of bone 
by ivory. C. H. Mayo (4) has used ivory suc- 
cessfully as an intramedullary plug to induce 
repair in fractures of various kinds. Heteroplastic 
transplantation of bone from animals was an 
early practice, as evidenced by the fact that, in 
1082, Jobi Meekren used a piece of the skull of a 
dog to fill a defect in the cranium of a soldier. 
The operation was successful, but the Church, 
considering it improper that a man should retain 
dog’s bone in his skull, forced the surgeon to re- 
move it. From 1810 to the present time Mer- 
rem (5), Flourens (6), Wolf (7), Ollier (8), and 
others have reported heteroplastic transplants. 
Many have cited instances of the death of the 
transplanted bone, but these were heteroplastic 
and not autogenous transplants. All emphasized 
the importance of the periosteum and the marrow 
substance, claiming the formation of new haver- 
sian canals and the deposition of new bone about 
these canals by the osteoblasts. The exact value 
and the function of the periosteum has been a 
question of no inconsiderable interest. The work 
of Ollier (8), published in 1876, showing that 
periosteum was the chief factor in the regeneration 
of bone, was accepted for years. Macewen (9) 
has probably done more than any other man to 
disprove this broad statement. A review of a 
large number of reported experiments shows a 
lack of constancy in the results obtained. One 
observer was able to grow bone from periosteum 
in a majority of his experiments, another in a 
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minority. McWilliams (10) concluded that a 
bone-graft was more apt to live in its new habitat 
if the periosteum was retained, which, after all, 
is the clinically important question, and not 
whether the periosteum is capable of regenerating 
bone. Practically no one depends upon the peri- 
osteum to fill in bony defects or to repair fractures. 

The transplantation of bone has been tried 
and advocated for many and varied conditions. 
Its great field of usefulness is to repair fractures 
and to replace defects in bone. Albee (11) and 
Murphy (12) have both been prominent in bring- 
ing forward this work and have greatly aided in 
its technique. In the treatment of fractures, 
the transplantation of bone may be said to be 
confined to the cases of delayed union. The metal 
plates so strongly advocated by Lane (13) should 
be used chiefly in recent fractures. Before the 
transplantation of bone was introduced, the metal 
plates were used in cases of delayed union and in 
many instances were not successful, but in the 
transplantation of bone we have a procedure 
which will bring about union in practically all 
cases. There are two ways of using bone-grafts 
— the intramedullary and the inlay method. In 
the former the medullary cavity is reamed out 
and the graft inserted according to the method 
described by Murphy (12). In the latter a 
trough is made for the piece to be transplanted 
and the graft is laid in the trough, thus securing 
an anatomical approximation of periosteum to 
periosteum, cortex to cortex, and intramedullary 
lining to intramedullary lining. This method, 
which has been described by Buchanan (14), 
Albee (15), and the writer (16), brings under the 
control of the surgeon a heretofore most discour- 
aging group of cases. The bone-graft may further 
be employed for tuberculosis of the spine, as a 
wedge in the scaphoid in club-foot (17), and as a 
means of stiffening tuberculous knees (18). Its 
use, as advocated by Albee (11), to bring about 
fixation of the spine in tuberculosis has been 
tried quite extensively and has been enthusiasti- 
cally championed. Albee and others have shown 
by post-mortem specimens that the bone-graft 
becomes attached firmly to the spinous processes, 
which would seem just grounds for expecting 
much good from this spinal operation. 

Extensive resection of bone may be made for 
malignancy and the gap filled in with a bone- 
transplant. The tibia can furnish large pieces of 
bone and, if necessary, practically the entire 
fibula may be used. 

Some surgeons advise the use of bone-transplant 
in the spine, as recommended in tuberculosis, for 
the treatment of scoliosis, particularly in cases 


following infantile paralysis. The spine should 
be straightened by plaster of Paris jackets, etc., 
as much as possible, the graft placed, and the 
patient maintained in the corrected position until 
the graft firmly unites. Thus far this method 
has been only recommended. No series of cases 
has been reported. 


SCOLIOSIS 

Largely through the work of Abbott (19) the 
treatment of scoliosis has received great impetus. 
Abbott’s results were so much better than those 
obtained by older methods of treating cases in 
the erect or extended position that men immedi- 
ately began to visit his clinic. He has experi- 
mentally produced and corrected scoliosis in a 
normal individual. He believes it to be a flexion 
deformity often induced by the faulty position of 
the child at the desk. By twisting and by flex- 
ion back through the same path he claims to 
accompl'sh more than in any other way and re- 
ports cures. The whole question of scoliosis has 
thus been reopened and widely discussed. 

Schanz (20) pointed out that the majority of 
the scolioses seen in the process of development 
were not of the severe or malignant type and 
many improve or remain stationary. He em- 
phasized the seriousness of the malignant type 
from an economical standpoint and doubted 
that the school desk was a very prominent 
etiological factor in the production of lateral 
curvature. He stated that all real scolioses came 
from a disturbance of the static load on the 
spinal column. Lovett (21) emphasized the diver- 
gence of opinion concerning scoliosis and its 
treatment, stating that the term was too loosely 
applied and that the functional and organic 
types, should be sharply differentiated. He 
spoke favorably of the Abbott method and be- 
lieved that it had, on the whole, distinct anatom- 
ical advantages and offered the greatest ease of 
correction. 

Forbes (22) has called attention to the so-called 
rotation treatment. He flexes the spine and ro- 
tates the patient by means of the arms. In basic 
principles the method seems to be very similar to 
Abbott’s. 

TRANSPLANTATION OF JOINTS 

The transplantation of entire joints has been 
successfully performed in a few instances. The 
difficulty of obtaining suitable material for 
transplantation and the uncertainty of the result 
have deterred many surgeons from attempting it. 
Tuffier has twice transplanted the elbow-joint. 
In one instance the joint was obtained from a 
fresh cadaver and held in cold storage for five 
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days. Eighteen months after the transplantation 
there was good functional result. His second 
case was successful but was too recent at the time 
of his report. Lexer (23) wrote of the present 
progress in transplantation of the knee-joint. He 
cited a case examined six years after transplanta- 
tion, in which the X-ray showed partial absorption 
and conditions similar to those found in arthritis 
deformans, but in which motion and function were 
satisfactory.. The flexion of this joint was not 
normal; there occurred a pseudo-arthrosis. He 
stated that all ankylosed joints are not equally 
suitable for grafting of joints, particularly tuber- 
culous arthritis, which is apt to cause suppuration. 


TUBERCULOSIS 

In the treatment of tuberculosis of the bones 
and joints some advance has been made. Radi- 
calism in tuberculous joints is practically confined 
to adults. Stiles (24) has reported the results of 
excisions in children. His operations were per- 
formed on advanced cases and many showed 
considerable resultant shortening, though less 
than would be expected. Probably in this type 
of case the operative results were as good if not 
better than if conservative measures had been 
used. Brandes (25) reported 27 resections in 
children operated on for tuberculosis of the knee, 
of which 14 cases resulted in firm bony ankylosis, 
enabling them to become wage earners. Osgood 
(26) reported 28 cases of excision of the knee in 
adults; in 14, nothing was used to hold the bones 
together and in 12, metal plates or wire were used. 
Convalescence in the latter group was so much 
easier and union took place so quickly that he 
advised the use of some material to provide fixa- 
tion and thus hasten ankylosis. 

The question of whether the primary focus in a 
tuberculous joint is in the bone itself or in the 
synovial membrane is still under dispute. It 
would seem that either may be the site. Ely (27) 
stated that the synovia was often the site of the 
primary lesion. Stiles (24) stated that in the 
majority of cases of tuberculosis of the knee in 
children the primary site was in the synovia. 
Fraser (28), from Stiles’ Clinic, recently presented 
evidence that the primary lesion is frequently in 
the bone in the metaphyseal area. 

Injecting tuberculous joints is a treatment not 
freely used. Murphy (12) advocates it in septic 
conditions. Brackett (29) advises the injection 
of joints through an incision which permits ex- 
ploration and removal of tissue for diagnosis 
with 5 per cent iodoform in olive oil. He maintains 
that the solution must be injected under tension 
so as to distend the joint and allow the emul- 
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sion to get into all its folds. Fenwick (30) and 
Cashman (31) advocate the use of tuberculin. 
It is, however, comparatively little used. 

The réntgen ray for treating tuberculosis of the 
bones and joints still has its advocates. Iselin 
(32) and Schede (33) believe that under proper 
dosage it gives beneficial results. Schede (33) 
states that roughened skin and cold abscesses 
are contra-indications to the use of the X-ray. 
There is always danger of irritating the skin and 
the occurrence of late ulcers. This is emphasized 
by Iselin (32). 

Heliotherapy is a treatment which seems to be 
gaining rapidly in favor. Rollier (34), of Leysin, 
has for some time been treating cases of tubercu- 
losis of the joints and bones chiefly by direct sun- 
light at an altitude of 4,000 feet. The use of 
plaster of Paris and apparatus are dispensed with 
and the patients are kept recumbent with traction 
to prevent deformities. Beginning with a short 
exposure of about 5 minutes, the time is gradually 
increased to 2 or 3 hours, every part of the body 
with the exception of the head being exposed. 
Austin (35) claims that the efficiency of the sun’s 
rays is much greater at high altitudes. Vulpius 
(36) thinks the altitude not so important as 
Rollier would have it. The consensus of opinion, 
however, is that these cases are greatly benefited 
by this method of treatment and no doubt it will 
be more freely used in the future in orthopedic 
hospitals. 

A method of treating tuberculosis of the spine 
has been advanced by Hibbs (37). It does not 
involve any transplantation of bone, but is 
rather an osteoplastic operation and consists of 
forming an ankylosis between the spinous proc- 
esses and the diseased area. Also, the lamine are 
ankylosed, thus forming a strong posterior splint 
of bone. By specimens obtained at post-mortem, 
Hibbs has shown that ankylosis is obtained. This 
gives another method by which the ankylosis, so 
essential in the treatment of tuberculosis of the 
spine, may be secured. It has the advantage over 
the transplantation of bone in the same condition, 
since only one incision is necessary, and it is con- 
sequently preferred by some, although technical- 
ly it is a little more difficult. 

Beck’s (38) bismuth paste is still being used 
for the treatment of tuberculous sinuses, and in 
a certain percentage of cases is of distinct benefit 
in closing many sinuses. The best results seem 
to be obtained by Beck. 


SYPHILIS 
Syphilis of the joints, as recently pointed out 
by O’Reilly (39), is more common than has been 
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thought. The Wassermann test should be freely 
used and the parents should be examined also 
when the test is negative in the patient. No 
definite connection between rachitis and syphilis 
has been demonstrated, although many observers 
incline to this view. 


CHRONIC INFECTIOUS ARTHRITIS 

The group of stubborn arthritides, called 
variously rheumatoid arthritis, osteo-arthritis, 
chronic infectious arthritis, etc., are under better 
control than heretofore. Rosenow’s work in 
bacteriology has aided us considerably in their 
treatment. A connection between tonsillitis and 
rheumatism has long been recognized clinically. 
Rosenow (40) has shown that the streptococcus 
viridans and hemolyticus may be isolated in 
some of these cases in the tonsil, in the joints 
themselves, or in the glands draining the joint. 
By removal of the tonsils a considerable number 
of cases of this group clear up. A vaccine made 
from the tonsillar crypt secretions, or the joint 
fluid, or the glands about the joint, has given good 
results. A certain number of cases in this group 
may be cured by these measures. Lane (41) 
claims that intestinal stasis is responsible for 
many arthritic conditions and reports favorable 
results following removal of the colon or short- 
circuiting the caecum to the sigmoid. This radical 
procedure has not been generally adopted, but 
the observation of Lane’s patients under treat- 
ment must impress one with the fact that they 
are greatly improved, radical though the treat- 
ment may seem. 

Treating these arthritic cases with the glands 
of internal secretion has accomplished very little. 
A primary focus in the genito-urinary tract may 
be the site of the chronic infection, and local 
treatment often helps the joint condition. 


ARTHROPLASTY 

For many years an ankylosed joint, usually the 
result of acute infection and sometimes of tuber- 
culosis, has been the most that could be given the 
patient. Manipulation under anesthesia was 
usually a failure. The elbow-joint was the one 
exception, resections being done on _ the 
elbow with excellent results. Of late years Mur- 
phy (42) has steadily operated on cases of anky- 
losis of the knee, hip, elbow, etc., in many in- 
stances with astonishing success. Not all cases in 
other hands have been successful, but here and 
there a good result has spurred men on to in- 
creased efforts. Baer (43) has also been working 
on these cases, using chromacized pig’s bladder to 
interpose between the raw surfaces, where Mur- 


phy uses flaps of tissue obtained from the opera- 
tive field or elsewhere on the same individual; 
e. g., the fascia lata of the thigh. These opera- 
tions for mobilizing joints have not been generally 
undertaken and are still sab judice in the minds of 
most operators. Better, however, than perform- 
ing arthroplasty is the prevention of ankylosis. 
Murphy mentions the injection of formalin in 
glycerin and the maintenance of extension to 
prevent the deformities so often seen in these 
cases. Many of the joints, if stiff, in the proper 
position are so useful that patients do not deem 
it necessary to submit themselves to an operation. 


FRACTURES 

The treatment of fractures, while not relegated 
to the orthopedic surgeon, for many reasons still 
falls naturally into his hands. His knowledge of 
the deformities which frequently follow a bad 
fracture, particularly those in or near a joint, 
causes him to treat all of them as “potential 
deformities’ (Jones, 44). The treatment of 
recent fractures is generally divided into operative 
or non-operative. There is an abundance of 
literature on the subject, and the general trend is 
to treat conservatively those cases that may be 
reduced and held so as to insure a good functional 
result. The operative treatment is used in cases 
that cannot be held in any other way. The use 
of the bone-graft greatly aids the treatment of 
non-union. A report of the Committee on 
Fractures (British Medical Association, 45) is 
very valuable and as concise as could be expected 
when the cases were gathered from many sur- 
geons. The committee reported that the non- 
operative treatment in children gave almost as 
good results as the operative treatment. After 
childhood better results were obtained by the 
operative method, though the group of cases 
reported was small. Later operations for de- 
formities following the non-operative treatment 
do not give nearly as satisfactory results as early 
operations for the same bad type of fractures. 
Sampson (46), using Lane’s careful technique, in 
47 cases of fractures in children was able to pro- 
cure 97 per cent perfect functional results and 
88 per cent anatomically perfect functional re- 
sults. Success has been reported in the intra- 
capsular treatment of fracture of the neck of the 
femur by the abduction method of Whitman (47). 
The longitudinal and lateral traction of Ruth and 
Maxwell has also been used effectively (48). 


INFANTILE PARALYSIS 
Infantile paralysis still continues its ravages. 
A severe epidemic in lower California with a 
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mortality of 25 per cent has been reported by 
Patterson (49). The prophylactic measures used 
have not seemed very effective. Rosenau (50) 
reviewed the Massachusetts State Board of 
Health Report, which points to the stable fly as 
the principal carrier. Sawyer and Herms (51) 
transmitted the disease by this fly from monkey 
to monkey in seven cases. Neustaeder (52) re- 
ported the disease contracted by two guinea pigs, 
though not by direct inoculation. The guinea 
pigs were living in a cage directly beneath a mon- 
key which had poliomyelitis with a nasal discharge 
and typical paralysis. As pointed out by the 
editors of the Fourth Report in Orthopedic 
Surgery (53), this is particularly interesting, for all 
the previous infections of animals have been by 
direct inoculation, never by contact infection. 
Flexner and Noguchi (54) have succeeded in grow- 
ing globoid bodies, with which they have produced 
typical paralysis in monkeys. 

The transplantation of tendons in cases of 
infantile paralysis has been advocated for some 
time. Too much was expected of the procedure, 
and many were disappointed in the results be- 
cause they did not take into consideration that a 
tendon in which the muscle is weakened is often 
transplanted, and that it is being placed in its 
new bed at a mechanical disadvantage. How- 
ever, the transplanted tendons generally have 
sufficient strength to assist in establishing stabil- 
ity. Those in the leg and foot have generally 
been more satisfactory than those in the arm and 
hand, where the movements are more delicate and 
intricate. Wherever possible, the bony or peri- 
soteal implantation of the tendon, as recom- 
mended by Drobnik (55) and Lange (56), is in- 
sisted upon by many. Vulpius (57), on the other 
hand, believed that for general use the union of 
tendon to tendon was the best method. All 
writers of experience warn against tendon trans- 
plantation before orthodox orthopedic treatment 
has been carried out to prove that the muscles 
called paralyzed really are hopelessly useless. 
The wearing of apparatus to remove all tension 
on paralyzed muscles, and thus allow return of 
function, should be insisted upon. The social 
status of the patient in many cases determines 
as to whether or not an arthrodesis is preferable 
to tendon transplantation. Lewis and Davis (58) 
have reported cases of free transplantation of 
fascia to replace tendons which suggest that it 
might be used to elongate tendons too short for 
transplantation. Gallie (59) has had good results 
in retaining paralyzed feet in position by cutting 
the paralyzed tendons and fastening the distal 
end to the tibia or fibula. 
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Volkmann (60) in 1870 said: ‘‘ No one has yet 
succeeded in restoring the continuity of the path 
from the nerve-center to the motor apparatus nor 
is it likely that this ever will be accomplished.”’ 
Vulpius (57) says that “the impossible is to-day 
within measurable distance of attainment and 
nerve-transplantation has passed beyond the 
stage of interesting experiment.” Stoffel (61) of 
the Heidelberg Clinic has undertaken to work 
out the anatomical structure of certain of the 
nerves so that the surgeon may detinitely know 
where the fibers to certain muscles are to be lo- 
cated. Vulpius (57) in his work takes up the 
individual nerves and describes them. The opera- 
tion has not been generally adopted, probably due 
largely to the difficulties of accurately isolating 
the fibers and the extremely definite anatomical 
knowledge necessary. On the whole, the results 
have not been as satisfactory as those of tendon 
transplantation. 


SPASTIC PARALYSIS 

In the treatment of spastic paralysis Foerster’s 
(62) operation of resection of the posterior nerve- 
roots has attracted wide attention. Technically 
it is a somewhat difficult procedure and requires 
definite anatomical acquaintance with the region. 
Foerster gave the mortality as 8.5 per cent. 
He emphasized that the operation should not be 
used indiscriminately, that only severe cases where 
all the muscles of the extremity were more or less 
involved should be operated on, and that many of 
the mild cases where one group of muscles was 
mainly at fault should be treated conservatively 
by tenotomies, training, etc. Epilepsy contra- 
indicates the procedure. Werndorff (63) advised 
that the deformities and contractures be elimi- 
nated as much as possible before the operation was 
undertaken. In many cases this will be sufficient. 
Jones (64) stated that this operation had a limited 
field and reported excellent results from division 
of the adductors and the maintenance of abduc- 
tion, to be followed by educational methods. 
Gaugele and Guembel (65) were not enthusiastic 
over the operation. 


SARCOMAS 

In the management of sarcomas the present 
tendency is toward conservatism, for the results 
of amputations in the malignant sarcomas have 
been unsatisfactory, while the results of conserva- 
tive treatment have been practically as good. 
Bloodgood (66) was probably the first to take the 
definite stand that giant-cell sarcoma should be 
treated conservatively for, though pathologically 
they might be considered malignant, as far as the 
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life of the patient is concerned, they are benign. 
He advised curetting and transplantation of bone 
to hasten healing. His views were supported by 
traced cases. He suggested the substitution of 
the term “giant-cell tumor” for “giant-cell 
sarcoma.” Coley’s (67) work has attracted much 
interest, and his results with the use of the toxin 
demand attention. By the use of the toxins of 
erysipelas and bacillus prodigeosis he seems to 
have held the disease quiescent for years in a case 
of round-cell periosteal sarcoma. He did not, 
however, recommend the substitution of toxins 
for surgery. He called attention to the difficulty 
of making a diagnosis between myositis ossificans 
traumatica and sarcoma, particularly in the fe- 
mur (68). The danger of sarcoma developing in 
myositis ossificans should always be considered. 

Cysts occur in many of the long bones, more 
rarely in the skull or small bones. The literature 
on the subject is abundant. A recent article by 
Elmslie (69) gave a clinical rather than a patho- 
logic classification of such cases. His report was 
very complete, but, as he stated, it was difficult to 
decide whether we are dealing with new growths of 
bone or simply disordered growths. There is no 
proof that they are inflammatory in origin. The 
treatment is conservative even though it may be 
necessary to curette more than once. 


CONGENITAL DISLOCATION OF THE HIP 


Much has been said on antetorsion of the 
upper end of the femur as a factor in congenital 
dislocation of the hip. Lorenz (70) interferes 
only in cases with marked antetorsion, doing an 
osteotomy just above the knee. Galeazzi (71) 
places more emphasis on this condition, reporting 
30 successful cases. He rotates inwardly, flexes 
and abducts, putting pressure on the greater 
trochanter. 

Ludlofi (72) is an advocate of the open opera- 
tion in resistant cases. Sherman (73) advocates 
the open operation in all cases. He reports 
29 hips reduced by incision with no subsequent 
osteotomy. Of these, 8 have gone into anterior 
transposition, 3 have stable reposition, but have 
developed coxa vara; one has become completely 
ankylosed with no demonstrable infection; in 
one, infection caused death; 4 were not traced; 12 
have functionally normal joints; showing 41.3 
per cent successful results. He has reduced 27 
hips by incision with an osteotomy following. 
Of these, 2 have gone in anterior transpositions; 
in 2 the nail failed to hold the upper fragment 
and the parts returned to their original conditions; 
3 are still under treatment; 19 have functionally 
normal joints. In this group he has 70.3 per cent 


of cures. One of the chief reasons for Sherman’s 
advocacy of the open operation is that the capsule 
so often shows a constriction too small to admit 
the finger and much too small to allow the femoral 
head to pass through it into the acetabulum. 
Practically it is not proved that this operation is 
necessary, as surgeons are obtaining about the 
same percentage of cures by manipulative reduc- 
tion. If, however, this constriction in the capsule 
and the antetorsion is so important, undoubtedly 
the more resistant cases will yield more readily 
to the open reduction and osteotomy. 
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RADIUM AND MESOTHORIUM IN UTERINE CANCER 


By HENRY SCHMITZ, A.M., M.D., Cutcaco 


N 1879, Sir W. Crookes discovered the 

cathode rays. He exhausted the air of a 

glass tube more completely than had ever 
been done before, bringing down the pressure of 
the contained air to about one-millionth of an 
atmosphere, practically a vacuum. He then 
forced a current of electricity through the tube 
and made the discovery that the current was 
transmitted through the tube as a shower of 
extremely minute particles which, starting from 
the negative pole or cathode, traveled in straight 
lines and caused a beautiful fluorescent glow 
on the glass walls facing them. Crookes called 
these flying electrified particles ‘the cathode 
stream.” We now know that these tiny particles 
are electrons. 

In Germany, in 1895, Professor R6ntgen made 
the memorable discovery of the X-rays. He 


found if the cathode stream be projected on to a 
solid body within a Crookes tube a vibration of 
great frequency is produced in this body giving 
rise to a radiation which is known as the X-rays. 
The extraordinary properties of the X-rays and 
their evident connection with the fluorescence of 
the glass of the X-ray tube led experimenters to 


study other phosphorescent bodies for the same 
type of radiation. In 1896, while studying the 
fluorescence of uranium, Henri Becquerel dis- 
covered radio-activity. In 1898, Schmidt found 
that thorium and its compounds were radio- 
active; and in 1900, Debierne found that actin- 
ium was also radio-active. But the most im- 
portant discoveries were made by the Curies, 
in 1898, when they obtained radium from pitch- 
blende, the substance being two million times 
more active than uranium. In 1907, Hahn 
discovered mesothorium. Radiotreatment ex- 
perienced thereby an added stimulus, as the 
substitution of mesothorium for the rare and 
expensive mineral radium was made possible. 
Radio-activity is an atomic property observed 
in a few substances. Its elements liberate an 
energy which is characterized by the production 
of corpuscular and ethereal rays, heat, light, and 
electricity. The discharge of this energy is an 
essential property of the atom of the substance 
and results spontaneously; i.e., without ex-trane- 
ous cause. 

At present, thirty radio-active elements are 
known. Three of these are gaseous: viz., radium 
emanation, thorium emanation, and actinium 


emanation. The others are solid bodies. The 
most important are those possessing the highest 
atomic weights: radium, 226.5, thorium, 232, 
and uranium, 239. 

The radio-elements are divided into two large 
groups or families— uranium and_ thorium. 
The radio-active substances are found in nature 
in very minute quantities in the mineral de- 
posits in which they and uranium are contained. 
These are chiefly pitchblende and carnotide for 
radium, and monazite for thorium. Radium is 
the only markedly radio-active element which 
has been obtained in its pure state. 

Unchangeable radio-active elements do not 
exist, as each element undergoes in the course of 
time more or less rapid disintegration or decay. 
The elements of one family are related in the 
sense that one group, by the discharge of radio- 
active energy, is transformed into the other. 
The result of this transformation is that elements 
of an always lower and lower electropositive 
character are formed. (See Table I.) 

The radio-active energy consists of a radiation 
consisting of three distinct kinds of rays which 
have been called by Rutherford a-, B-, and y- 
rays. By the discharge of a-rays, radium is 
gradually formed from uranium in the course of 
some thousands of years; radium emanation is 
formed from radium by a continuous giving off 
of a-particles, and from this, radium-A, -B, -C, 
-D, -E, and finally -F is derived. The more 
rapidly the transformation results, the greater is 
the penetrating power of the discharged a- 
particles and the greater the velocity of the 6- 
rays. The emission of the a- and f-rays is 
coincident with a spontaneous liberation of 
electricity. 

The duration of the life of the radio-elements 
varies from a few seconds to millions of years. 
By the half-period of radio-activity of a radio- 
element is meant the time required for the radio- 
activity to decrease to half value. 

The a-rays are positive corpuscular rays or 
helium atoms with a positive charge. The 
discharge of each helium atom signifies a loss of 
atomic weight by the parent atom of four, which 
is the atomic weight of helium. This knowledge 
enables us to calculate the ultimate results of 
this disintegration—for instance, in radium. In 
the course of time, a radium atom gives off five 
a-rays—that is, five helium atoms; in other words, 
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the atomic weight of radium, which is 226.5, is 
decreased by 5X4 or 20 in this transformation 
and we obtain as the end-product of radium a 
body whose atomic weight is 226.5—20, or 
206.5. The atomic weight of lead is 206.9. 
This simple arithmetical example shows that the 
precious radium is finally transformed into 
lead. A similar calculation demonstrates that 
thorium is finally converted into bismuth. 

The 8- or Becquerel-rays are negative cor- 
puscular rays; viz., electrons. They are cathode 
rays existing in a natural state and are analogous 
to the rays which emanate from a cathode in 
vacuo and which, on striking a solid body, 
produce as secondary rays the X-rays. The 
B-rays are distinguished from the cathode rays 
appearing in cathode by the fact that they have a 
third greater velocity and therefore a larger 
penetrating power. The #-rays of one and 
the same substance do not possess the same 
velocity, but possess different velocity groups, 
which, however, are characteristic of the sub- 
stance. The degree of velocity determines the 
penetrating power of the rays. The y-rays 
possess a considerably greater penetrating action 
than the X-rays; they never occur alone, but 
always in the company of the @-rays. The 
penetrating power of the y-rays is about one 
hundred times greater than that of the hardest 
B-rays. It is impossible to take clear radiographs 


with the y-rays, as they are absorbed very little 
more by the osseous than by the soft tissues. 
The penetrating power of the y-rays of the 


different radio-active substances varies. The 
y-Tays, as well as the 6-rays, produce secondary 
rays on striking a solid body. 

An emanation is the direct product of decay of 
a radio-active element. A radio-active atom 
decomposes by the expulsion of an a-particle; 
ie., a helium atom into an atom of radium 
emanation. It is a gas which emits a-rays, and 
forms again into a solid body. 

The amount of radium emanation in equili- 
brium with 1 gm. radium element is designated 
one curie. The volume of this amount of emana- 
tion iso.6 cmm. The 1/1ooo part of one curie is 
one millicurie. The content of radium emanation 
in different solutions is designated as macheunits, 
referable to one liter of the dilution. One curie 
emanation equals 2670 million macheunits; this 
means that spring water of 2.67 million mache- 
units activity contains in one liter the emanation 
which equals the weight of one milligram of 
radium. 

The velocity, intensity, and penetrating power 
of the rays are of importance therapeutically. 
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The velocity of the a-rays is only one-tenth 
to one-twentieth of that of light. The velocity 
decreases rapidly with the distance from the 
source, and when the value of the velocity has 
sunk beneath a certain amount the a-rays lose 
certain properties which were present at the out- 
set. This function of distance is known as 
intensity. The ray loses, for example, its photo- 
graphic action, its fluorescence, and finally its 
ability to ionize gases; i.e., to make them con- 
ductors for the electric current when the latter 
passes through them. As the a-rays are atoms 
and possess a considerable size, they penetrate 
material bodies only with great difficulty. For 
instance, heavy glass or a thin metal plate are 
almost impenetrable to them. If a-rays act 
directly on the skin, they are absorbed in the 
most superficial layers and do not advance to 
any greater depths. During their absorption, 
they are probably capable of producing secondary 
rays, corresponding in this respect to the £- 
rays. 

The behavior of the 6-rays is entirely different. 
Their velocity is about the same as that of light; 
their intensity and penetrating power are marked- 
ly greater. The two kinds of 6-rays, known as 
hard and soft rays, are of different penetrating 
powers. <A piece of lead 3 mm. thick will ab- 
sorb the #-rays. They are not only absorbed 
but also produce secondary rays which closely 
resemble the 8-rays but have a very much re- 
duced power of penetration. 

The y-rays pass through a lead plate 1 cm. 
thick. In fact, the y-rays emitted by 30 mg. of 
radium bromide are capable of penetrating a 
steel plate 30 cm. thick. 

When solid bodies, especially metals, are 
penetrated by rays from radio-active bodies, a 
new kind of ray is formed, which is analogous 
to the secondary X-rays which were discovered 
by Sagnac. A-rays are not capable of pro- 
ducing secondary rays; #-rays, on the con- 
trary, produce very active secondary rays 
which are at times more powerful than the pro- 
ducing B-rays. The secondary rays are B-rays, 
but of a lesser velocity than their producers. 
They represent new electrons resulting from the 
absorption of the electrons which formed the 
primary rays. The X-rays, also, produce power- 
ful secondary rays which are identical with 6-rays. 

The secondary rays produced by the same 
primary rays are more intensive, the denser the 
attacked metal. Eve and Townsend obtained 
the following numbers of the relative intensity of 
the secondary rays for different substances, 
produced by f- and y-rays, y-rays, and X-rays. 
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Substance X-rays 


| B- and y-rays y-Tays 





100 | 100 
57 61 
58 59 
57 
Aluminum 30 
OSes 31 
Paraffin 12 


TABLE I. 


Intensity 
of Rays 
in Air 


— Variety of Rays 





5 X 10° years..... 25 2.5 cm. 

24.6 days......... Beta and gamma...)......0... 
(Uranium Y)....| (25 hours) SS Se 

Uranium X2.... 1.15 minutes...... Beta and gamma... .......... 
Uranium 2...... About 200,000.000 


Uranium 1 
Uranium X:.... 


Tonium 
Radium 
Radium emana- 
a SS. 
Radium A...... CT eee 
Radium B 26.7 minutes...... 
Radium C 19.5 minutes...... 
Radium C2..... Fractions of a sec- 


2x 10°years ...... 
1,800 years........ 


ss ocr nx ecpsniacs 4.23 cm, 
i aa ocak gtscire 4.83 cm. 
Beta and gamma ..|.......... 


Alpha, beta, gamma’ 7.06 cm. 
(Beta) 
Very soft beta and 


(Radium C;).... 
Radium D 


(1.4 minutes)...... 
2O:S FORTE... 0 


Radium is the most important and the best 
known radio-active element. It is derived from 
ionium, a product of decay of uranium, and 
therefore occurs in all mineral deposits containing 
uranium. It belongs to the group of alkaline 
sarths analagous to barium, with which it was 
first separated from pitchblende by Madame 
Curie. The atomic weight of radium is 22.65; 
the atomic weight of uranium is 238. If we 
subtract from the latter the a-rays or helium 
atoms, of which many are given off from uraniume 
and ionium, the atomic weight of radium is 
obtained: 238—3X4= 226. 


TABLE II. THORIUM. 


Intensity 
of a-Rays 
in Air 


Half-Val — 
[ vii ae Variety of Ray 


i Ee De ae ee 2.72 cm, 
CO ESN |e eens Pricer an 
Mesothorium II...| 6.2 hours. ...... Beta and gamma 
Radiothorium 

‘Thorium X 





53 seconds...... 
Thorium A....... | 0.14 seconds..... 
Thorium B | 10.6 hours...... 
Thorium C 


Leo 8 eee | 60.5 minutes.... Alpha and beta.... 


Beta and gamma... .......... 


5.0 and 
er 8.6 cm. 
Thorium D | 3-1 hours....... Beta and gamma...!.......... 


Thorium, the beginning member of the second 
family of radio-active elements, belongs to the 


rare earths, has an atomic weight of 232.4, and 
decreases to one-half its weight within 1,000 
millions of years by the emission of a-rays. It 
is obtained from monazite found in Brazil. The 
immediate product of decay is mesothorium, with 
which we charge both mesothorium I and meso- 
thorium II. The half-value period of mesotho- 
rium I is 5.5 years, that of mesothorium II, 6.2 
hours. Mesothorium I equals mesothorium II 
within a few days after its production. 

Mesothorium I, in its chemical behavior, is 
identical with radium and is therefore obtained 
by a similar process. One thousand kg. of 
monazite give 2 to 2.5 mg. mesothorium bromide, 
while from 1,000 kg. pitchblende about 2 cg. 
radium bromide are obtained. Mesothorium 
always contains radium, which cannot be sepa- 
rated from the mesothorium. The percentage 
of radium in the combination is 25. The radio- 
activity of mesothorium increases at first, but 
within 3 years it reaches its maximum; it then 
decreases slowly and in about 10 years it reaches 
its half-value period. The presence of radium, 
however, decreases the time of decay of radio- 
activity, so that 16 to 18 years pass by before 
the value of the radio-activity is one-half what 
it was at the time of the production of the meso- 
thorium. Finally, if all the mesothorium should 
decay, the 25 per cent of radium would remain. 

The radio-activity, and thereby the amount of 
radio-active substances, is determined by measur- 
ing the ionization which their rays produce. 
The electroscopic method is the simplest. The 
time which is necessary to produce a definite 
reduction in deflection can scarcely be measured; 
the stronger the rays are, the stronger must be 
the ionization and the more rapid the results of 
the discharge of the electroscope. The intensity 
of the radio-activity is under the same conditions 
inverse to the time of discharge. The electro- 
scope must be constructed differently according 
to whether one desires to measure a-, 8-, or y-rays. 
Y-ray electroscopes must have walls of at least 
3 mm. thickness of lead to positively exclude all 
B-rays. The standard of comparison is a known 
radium standard. All the important radio- 
active substances are measured according to 
known radium standards. This means that if 
the amount of mesothorium is 1 mg., the y-rays 
of this mesothorium preparation produce the same 
ionization as 1 mg. radium bromide provided the 
conditions of the experiments are the same. 

The a-rays have slight penetrating power and 
are absorbed at the surface of the body. The 
B-rays, representing free electrons and consisting 
of hard and soft rays, penetrate about 7 mm. into 
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the tissues before they are completely absorbed. 
The y-rays have the greatest penetrating power. 
Their coefficient of absorption by all substances 
is about 100 times less than that of the @-rays. 
The y-rays, also, produce in the tissues in which 
they become absorbed, secondary rays mostly 
resembling the soft 6-rays. 

The biologic action of the different rays has 
been admirably studied and described by H. 
Dominici (8), of Paris, whose paper is herewith 
reviewed. 

The application of 1 cg. of pure radium sulphate 
in a flat applicator of 4 sq. cm. to the skin of a 
healthy animal will produce within three weeks 
three varieties of changes distributed to three 
different zones of the body as follows: 

1. A necrosis in the epidermis and cutis, the 
zone in which the greater part of the rays is 
absorbed; that is, all of the a- and soft B-rays. 

2. An intense proliferation and retrogression 
to the embryonal state of the cells in the sub- 
cutaneous tissues and fascia. This zone has 
absorbed a smaller quantity of the rays than the 
preceding one; i.e., the medium 6-rays. 

3. Metabolic changes in the aponeuroses, 
muscles, and even the osseous tissues. The 


ultrapenetrating y- and 6-rays become absorbed 
in this zone. 

Five or six weeks after the application of the 
radium, the epidermis and cutis resume their 


former state, while the other tissues do not re- 
turn to normal for six to eight months. 

This simple experiment shows — 

1. The variety of the biologic action of the 
rays: necrosis, excitation of proliferation, em- 
bryonal retrogression, metabolic changes. 

2. The connection which exists between the 
nature, intensity, and extent of the disturbances 
produced in the surface integument and the 
quantity of the rays absorbed by the skin in a 
given space of time; but it does not prove that 
these changes absolutely correspond to the 
absorption or amount of the rays. The sus- 
ceptibility of organic tissues to change by the 
rays and the liability of animals and plants 
succumbing to the action of infectious agents is 
termed the receptivity or sensitization of cells. 

This receptivity of organic tissues toward the 
rays depends under normal conditions, at least 
in part, on their age, which must be determined 
from their momentary phase of development as 
well as from the time of their formation in the 
organism to which they belong. 

Therefore, cell elements which are in an em- 
bryonal or indifferent state — basal cells of the 
epithelium and the hair follicles, lymphoid cells, 


embryonal sex cells—are destroyed “by an 
application of radium which would excite only a 
simple reaction or metabolic changes in the sur- 
rounding mature tissues. Thus cells of the hair 
papillae, lymphoid cells, spermatozoa, and gra- 
afian follicles are killed by the rays, while the 
surrounding cells remain intact. 

The receptivity of cells, however, depends not 
only on their age but on their species and the 
varieties of the latter in the same organism and on 
the accidental changes of a pathologic nature. 

According to Danisz, the differentiated ele- 
ments of connective tissue are much less in- 
fluenced by the ray than the adult cells of another 
species; for instance, those of the skin and mucous 
membrane. This difference in the behavior of 
the cells toward the rays is also found in their 
embryonal state, although their undifferentiated 
condition might imply the same receptivity. 

The young cells of the basal layer of the epi- 
dermis perish much less readily than those of the 
papillz of the hair follicles; they are different 
varieties of the same species. 

Homologous elements are more or less recep- 
tive, depending on the age of the organism to 
which the cell elements belong. The tissues of 
the child are much more easily altered than the 
corresponding structures of the adult. 

The influence of age and species or variety of 
species is further observable if the sensibility 
toward the rays is concerned with tissues patho- 
logically changed by tumor formations or in- 
flammatory processes, unless these pathologic 
processes change the receptivity of the cells, as 
they may alter their morphologic development 
and their nutrition. 

Depending on their age, the following neo- 
plasms belong to these radiosensitive tumors: 
ectodermal and _ basal-celled epitheliomata of 
Darrier and Krompecher, the morphologic 
structures of which resemble the basal layers of 
the epidermis; lymphadenomata, derived from 
embryonal lymph-cells, which remain embryonal; 
sarcomata, which ordinarily proliferate from 
adult fixed connective-tissue cells (the latter 
reverting to their embryonal form after they have 
resorbed their products; i.e., connective-tissue 
fibrilla and cartilaginous and osseous tissues); 
fibromata, whose fibroblasts are present in very 
large numbers and remain in their young state, 
instead of changing into adult fibroblasts and 
producing connective-tissue fibers. 

On the other hand, squamous-celled epithelio- 
mata, the cells of which grow with the formation 
of epithelial cones; fibrosarcomata; chondro- 
sarcomata; osteosarcomata, the cells of which 
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attain a relative maturity with the formation of 
fibers; cartilaginous and osseous substances; 
and fibromata with atrophic fibroblasts, which 
are found dispersed in small numbers in the 
extensive fibrous masses, remain refractory to 
the rays. 

The law of age is apparently contradicted by 
certain tumors in which the embryonal cells 
are just as refractory as the adult cells, or in 
which the adult cells are just as sensitive as the 
embryonal elements. An example of the first 
instance is the tuberous nevus, the retrogression 
of which is with difficulty attained in spite of 
radium and réntgen rays. The resistance 
toward radium is not only shown by the highest 
differentiated cells but also by those least de- 
veloped which are refractory toward a ray other- 
wise capable of destroying embryonal cells. An 
example of the second category is represented by 
horny epitheliomata, fibrosarcomata, chondro- 
sarcomata, and osteosarcomata, the receptivity 
of these being greater than that of most of the 
remaining tumors of the same varieties. 

To conclude, the two great factors in the 
receptivity of tissues—age and origin — re- 
ceive consideration in the development of the 
tumors; but their influence is often changed, 
diminished, or reversed by neoplastic processes 
which change the cells in such a manner that 
the latter conduct themselves as if they belonged 
to another species or variety. 

Inflammatory processes also modify the re- 
ceptivity of the tissues, for they destroy their 
growth and change their structure, thereby dis- 
torting the specific character of the tissues. 

The resistance of the skin toward the destruc- 
tive action of the rays is increased by many 
chronic inflammatory conditions, but it must be 
remembered that the relative immunization of 
the tissues against the necrotic action of the rays 
may be coincident with a sensitization of their 
stimulating, evolutive, and metabolic properties. 

Therapeutic raying irritates but does not de- 
stroy the young granulating cells of torpid, badly 
cicatrizing wounds. It heals superficial or deep 
inflammatory processes, sparing the overlying 
skin. It atrophies keloids of the body surface, 
conserving the epidermis laying over them; for 
this reason, the cure of most of the inflammatory 
conditions which are amenable to radium treat- 
ment requires without exception a dose of rays 
which produces marked caustic effects. 

Radium treatment is indicated in scrofulo- 
dermas but contra-indicated in most inflam- 
matory lesions, in which weak rays that could 
kill neither the organic element nor the pathologic 


bacterium produce a retrogression and a cicatri- 
zation. The radium acts by changing the 
conditions of the affected area so that the latter 
becomes ill :dapted as a nutritive media for the 
growth of pathogenic germs. This modification 
consists in a renovation of the chemical com- 
position of the cells and the intracellular stroma. 

The action of the rays on neoplastic tissue is 
of an impeding, destructive, or evolutional char- 
acter. 

The rays impede the growth of the diseased 
cells before they destroy them, so that the cessa- 
tion of the growth of the tumor-cells always 
precedes the absorption of the tumor elements. 

The destruction of these elements is either a 
direct or an indirect one. In the direct form, the 
tumor-cells become necrotic, their cytoplasm and 
nucleus disintegrate and dissolve without any 
change occurring in their morphologic structure. 
In the indirect form, a metamorphosis, which is 
comparable to that produced by the réntgen 
rays, precedes the cell absorption. The meta- 
morphosis consists of a hypertrophy, often a 
gigantism of the nucleus, nucleolus, and even the 
centrosomes, which increase like pseudoparasites. 
The metamorphosis of tumor-cells is the sign of 
an abnormal development which the rays force 
upon them and which shortens the duration of 
their life, for very soon death of cells and ab- 
sorption occur. 

The evolutional action of the radium produces 
a still more important process. It causes a 
retrogression of a part of the cells of the malignant 
tumors to their normal adult state. To under- 
stand the possibility of such a process, we must 
have a clear conception of the mechanism of the 
formation and growth of cancer-cells. The 
neoplasm deprives the cells of their function, 
especially that of becoming a part of the normal 
tissue layers. They become “strangers” to 
themselves and to the cells belonging to the same 
species and varieties. The growth is not only 
the result of the proliferation of a single cell 
group, but other cells also take part in this 
proliferation, which cells in the beginning were 
spared and which have gradually become in- 
cluded in the cancerous tumor. 

The rays are capable of producing an effect 
directly opposite to the neoplastic process; i.e., 
they destroy the cells or inhibit their growth, but 
also return to them their prior normal function. 

The therapeutic action of radium depends on 
the amount of radium used, the duration of 
exposure, and the kind and thickness of the 
filter. Radium rays destroy tumor-cells either 
directly or indirectly, as mentioned before; but 
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finally the rays remove the tumor. However, 
we must make one presupposition: the rays 
really must reach the tumor with a sufficient 
intensity and the tumor must not have become 
disseminated by metastatic formations through 
distant parts of the body. Some cancers can be 
cured by a variety of methods, others not at all. 
The removal of the tumor does not mean the 
cure of the cancer, because the cure of a cancer 
signifies the death of all, absolutely all cancerous 
foci and cells present in the body. Therefore we 
must sharply distinguish between an anatomic 
and a clinical cure. In an anatomic cure a 
recurrence is impossible, because all the cancer- 
cells become destroyed if metastases are not 
present in the abdominal organs, ovaries, liver, 
etc. In a clinical cure the cancer has been im- 
proved only so far that clinically we cannot 
demonstrate anywhere the primary tumor and 
its metastases. 

By the use of a correct filter technique the 
action of radium on tissues may be controlled, 
so that either a-, 8-, or y-rays, or a combination 
of them, may attack the diseased area, as the 
action of a- and f-rays is only superficial; they may 
be dispensed with and only the deep penetrating 
hard B- and y-rays used. For instance, a layer 


of cardboard will arrest the a-rays, while a pure 
lead filter of 3 mm. thickness will absorb all of 
the a-rays and the soft and medium @-rays. In 


gynecological work we do not use the a- and 
soft B-rays at all, and therefore always use a lead 
filter of 2 or 3 mm. thickness. The secondary 
rays which form in the filter are best absorbed by 
surrounding the metal filter with a cover of pure 
elastic rubber. Other substances which may be 
used as filters are gold, silver, platinum, and 
brass — 0.6 too.8 mm. gold, or o.5 mm. platinum, 
or 2 to 3 mm. silver, or 1 to 1.5 mm. brass cor- 
respond to 2 to 3 mm. lead. 

The dosage of radium is very important. A 
dense, heavy stream of rays emanating from 
radium or mesothorium contained in the smallest 
possible compact mass has a much more intensive 
action than the same amount of radium or 
mesothorium distributed over a large area. 

Further, an entirely different result will be 
obtained from a large amount of radio-active 
substance applied at intervals for short periods 
of time than with a small amount of radium 
applied a correspondingly longer time. In other 
words, the action of 50 mg. of radium element for 
100 hours; i.e., 5,000 milligram-hours is entirely 
different and more intense than the action of 5 
milligrams of radium element for 1,000 hours. 
The same result cannot be obtained with a small 


amount by a longer continued exposure than 
can be obtained with a large amount within a 
correspondingly shorter period of time. Small 
doses stimulate growth and cause hypertrophy 
of tissues, while necrosis and death of cells can 
only result from the use of large doses. This 
fact is of practical importance. We stimulate 
the proliferation of a cancer and thereby render 
the patient worse by the use of small amounts of 
radio-active substances. However, a necrotiza- 
tion of the tumor and thereby a curative action 
is obtained only by the application of large 
amounts of rays. These facts correspond to those 
obtained by the use of the X-rays. Soft rays, 
in small amounts, stimulate the cancer to rapid 
proliferation, while a large amount of hard 
penetrating filtered rays applied within the short- 
est possible length of time have the opposite 
effect; that is, inhibition of growth and death of 
the cell. Foveau de Courmelles (9) uses to to 
50 mg. of pure radium in monthly applications of 
6 to 24 hours. Déderlein (16) precedes the treat- 
ment by an excochleation of the neoplasm, and 
then applies 100 to 150 or 200 mg. mesothorium 
until from 3,000 to 6,000 milligram-hours, and 
even 36,600, are used. He uses gold and lead 
filters. Jung (5) uses 100 mg. mesothorium in 
2mm. lead filters. With 30 to 36mg. mesothorium, 
Kroemer (4) succeeded in changing the cancer 
tissue into a connective scar tissue free of any 
cancer-cells. Krénig uses up to 800 mg. meso- 
thorium with heavy filters. He considers 200 
mg. the minimum amount for a successful raying. 
Nahmmacher (30) obtained good and_ rapid 
results from the use of 30 to roo mg. of radium. 
Pinch uses 50 to roo mg. of radium filtered 
through a 2 mm. lead and a 3 mm. rubber filter. 
Each séance lasts 30 to 60 hours, given within 5 
to 1o days. The applications are repeated every 
six weeks. Schauta claims that amounts above 
100 mg. radium or mesothorium should not be 
used on account of the danger of latent formation 
of vesicovaginal or rectovaginal fistule. Sticker 
(3) uses amounts of 500 mg. or more. Smaller 
amounts do not penetrate sufficiently deep. He 
claims that mesothorium does not penetrate as 
deeply as radium. Wickham (23) has 19 
centigrams of radium at his disposal and claims 
good result from about 2,000 milligram-hours’ 
application, the radio-active substance being 
strongly filtered. 

It is almost a settled fact that less than 50 
milligrams of radium element or mesothorium of 
the same activity should not be used in gyneco- 
logical work. It is deplorable that the different 
authors do not make it clear in their papers 
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whether they mean to indicate the amounts used 
as being radium element or its salts. Ten mg. 
of radium element represent 17.076 mg. of Ra 
Br, or 13.138 mg. Ra Cl., or 14.2 mg. of Ra 
SO, or 12.655 mg. Ra COs; in other words, 17.076 
mg. Ra Br, or 13.138 mg. Ra Cl, or 14.2 mg. Ra 
SO; have the same radio-activity as 1o mg. of 
radium element. 

A qualitative difference in the clinical action of 
X-rays, radium, or mesothorium rays does not 
exist essentially. They have the same curative 
action if used in the same amounts. The y-rays 
are far superior to the X-rays in the intensity of 
penetrating action. This intensity is about 4o 
times stronger than that of the hardest X-rays. 
Clinical results coincide with this fact. The 
lesser intensity of the réntgen rays likewise 
cannot be overcome by an increased duration of 
their application. 

The histologic changes which occur in the 
cancer tissue under the influence of the rays are 
as follows: During the first three weeks a hy- 
peremia and numerous typical and still more 
pronounced atypical mitoses are found. Then 
follows the metamorphosis characterized by an 
enlargement and vacuolization of the cancer-cells, 
retardation, and finally cessation of the division 
of the cell nucleus, then destruction of the nucleus 
and cell protoplasm, and, finally, destruction of 
the cells. There is a simultaneous new forma- 
tion and increase of the connective tissue suc- 


ceeded by a sclerosis and hyaline degeneration 
of the fibrilla. On macroscopical examination 
of a piece of tissue, a narrow zone of necrotic 
tissue is seen on the surface, beneath this a 
layer of granulation tissue and degenerating 
cancer-cells, while in the deeper tissues areas of 
apparently normal and degenerated cancer-cells 


are seen. Whether these cells are capable of 
proliferation or are destined to perish cannot be 
proven on the microscopic examination. The 
destroyed cancer tissue is replaced by granulating 
or sclerotic, hyaline degenerated connective 
tissue. The musculature atrophies and dis- 
appears almost entirely. The blood-vessels 
show a hyaline degeneration of the adventitia 
and media. An obliteration of most of the 
blood-vessels is caused by a proliferation of the 
intima. The changes in the blood-vessels are 
considered by most authors as of great importance 
on account of the sudden disturbance of the 
nutrition of the tissues. 

The changes in the objective condition of the 
patient caused by the use of radium or mesotho- 
rium are: (1) a restitution of the uterus to its 
former normal shape and form, (2) a disappearance 


of the infiltration in the parametrii, and (3), a re- 
currence of the former normal movability of the 
uterus. In fact, an inoperable cancer is made 
operable within about 3 to 4 weeks by the use of 
3,000 to 4,000 milligram-hours of radium or 
mesothorium. 

The changes in the subjective condition of the 
patient correspond to the local action of radium. 
They are cessation of hemorrhages and putrid 
discharges, disappearance of pain, improvement 
in the general condition of the patient; i.e., 
disappearance of the cachexia. 

The primary action of radium in this disease is 
really beyond the fondest hopes of its most ardent 
supporters. By its use many sufferers may be 
given a new lease on life. This fact probably 
has led many a gynecologist to prematurely pro- 
nounce the radio-active treatment of cancer as 
curative, while it is only a symptomatic cure. It 
will take at least three more years of the most 
painstaking clinical observations before a final 
statement can be rendered. 

In a few of the reported cases, a very late action 
of radiologic treatment on cancer has been re- 
ported. Déderlein (16) mentions the case of a 
patient who had been treated for four weeks with 
mesothorium without any apparent success. 
Six weeks afterward the patient appeared for an 
examination and was found to be completely 
cured. Metastases and cancerous foci lying 
more than 4 to 5 cm. distant from the radium 
capsule remain entirely unaffected by the radium. 
Others again—Freund, Henkel, Krénig, Veit, and 
others — positively believe in a distant action of 
radium. The latter may be explained by the 
action of antibodies formed in the primary tumors 
by the action of the rays. They become ab- 
sorbed by the blood stream, through which they 
are carried to the deep lying foci and metastases, 
where they act in a chemical manner. The 
chemotherapy of cancer is based on a similar 
supposition. 

General disturbances of health observed during 
the raying are nervousness, headache, lassitude, 
loss of appetite, fever, albuminuria, stomach and 
bowel distress, vomiting, diarrhoea, pain in the 
bladder, rectal and vesical tenesmus. 

Many authors support radium treatment with 
the application of large doses of hard X-rays to 
reach distantly lying metastases. Others com- 
bine with these intravenous injections of bor- 
cholin, colloid metals, to increase the action of 
the rays and thus decrease the time of exposure 
to the rays. Allmann (36), Krénig (20), Bickel 
(1), Opitz, Werner (40), and Ascher, recommend 
and use them. Thorium X, solutions of radium 
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salts, have also been recommended for intrave- 
nous use to support the local action of the rays. 

Prophylactic raying after operations to pre- 
vent recurrences is recommended by all the 
workers in this field. Gauss (7) reports 21 such 
cases, 20 of which have remained free of recur- 
rences up to six years post operationem, while the 
usual percentage of recurrences after operations 
without radiologic treatment is sixty within the 
first year following the operation. 

The question of whether inoperable cases of 
cancer of the uterus become operable aiter radium 
treatment is answered in the affirmative by some 
observers, while others deny it. This action, 
however, may be only an apparent one. In- 
flammatory and not cancerous infiltrations may 
disappear in the neighborhood of the cancer. 
However, Sigwart describes a case of inoperable 
uterine cancer in which a bulbous oedema of the 
entire base of the bladder disappeared after 
radium and mesothorium treatment. The car- 
cinomatous cervix reassumed its normal shape, 
and the case became operable. The disappear- 
ance of the bulbous cedema should prove the 
retrogression of the cancer. Franz considers the 
radium treatment of value in the purification of 
decaying cancers before operation and the ren- 
dering of inoperable cases operable by the dis- 
appearance of the infiltration. Wickham (23) 
claims the same results. 

The action of radium on recurrent cancers is 
beneficial according to some observers, as Abbé, 
Grinsbaum, Latzko, and others. Abbé (11) 
reports a case which has remained free from 
recurrence for 8 years. Grinsbaum noted the 
disappearance of a recurrent cancer the size of a 
fist after a raying of 5 weeks. Werner, (40) 
Déderlein (16), Tate (22), and others state that 
recurrences are much more refractory to radium 
treatment than primary cancers. 

The opinions of the treatment, its indications, 
and results reported by various authors will shed 
light on the value of radiologic treatment of can- 
cer of the uterus. Krénig (12) mentions a case of 
an absolutely inoperable cancer in a woman who 
entered his clinic over two years ago in a desperate 
condition. She has not had any treatments for 
the last 18 months, has gained 30 pounds in 
weight, and has so far had no recurrences. 
Krénig (20) has had 27 cases of inoperable can- 
cers of the uterus with a dissemination into the 
broad ligaments but without any metastases. 
These cases have been free from recurrences 
from 6 to 14 months and the patients have 
no subjective disturbances. Krénig is hopeful 
that some of the cases will not recur. 


Radium therapy is especially successful in 
operable cases. Krénig (12) rayed seven such 
cases — all of them treated over six months ago. 
They have so far remained free from recurrence, 
while of three other cases which were subjected 
to a radical operation without subsequent pro- 
phylactic raying, one- case already has had a 
severe recurrence. Krénig is inclined to believe 
that operable cases in particular should be sub- 
jected to the radium treatment, as the surgical 
treatment of cancer of the genital organs shows 
such bad results. 

Recurrences are much less amenable to radium 
therapy than primary cancers; however, prophy- 
lactic rayings after radical operations are 
remarkably successful. Krénig has 20 cases 
which were rayed after a radical operation: 
17 of the cases have been discharged from 18 to 
36 months ago; 19 cases have remained free from 
any recurrences. If we consider that a recur- 
rence after a surgical operation occurs under 
usual conditions within one year in 60 per cent 
of the cases, then we must call the above results 
remarkable at least. 

Bumm (27) is of the opinion that radiotherapy 
produces in inoperable cases an improvement, in 
operable cancers a positive local cure. During 
the last year he has been using prophylactic 
raying after every radical operation — so far, 
with very good results. Of 108 cases of cancer, 
among 40 operable cases 15 have had recurrences. 
However, the time of observation has been too 
short to permit of a definite finai opinion. Of 
12 cases of cancer of the cervix which were held 
to be clinically cured in August, 1912, 2 have 
recurred; of 4 vaginal cancers, only 2 have re- 
curred. 

The penetrability of rays has been deter- 
mined by microscopic examination of speci- 
mens obtained through operations or _post- 
mortem examinations. The destruction of the 
cancer-tissue and cancer-cells by the rays ex- 
tended down 3 to 3.5 cm.; in a depth of 4 cm. 
viable cancer tissue was found in spite of the 
administration of large doses of the rays. Can- 
cerous proliferations are usually not thicker than 
1 to 2cm. Proliferations deeper than 3 cm. are 
inoperable; therefore the success of radiotherapy 
is most remarkable. 

During 1913, Déderlein (16) treated 153 cases 
of uterine cancer. Thirty-one of these cases 
are clinically well, subjectively as well as ob- 
jectively. Of these 31 cases, 12 were so far 
advanced as to be inoperable; 24 cases have died; 
93 are still under treatment; 11 have been dis- 
charged. One patient suffered from an inoperable 
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cervical cancer with profuse hemorrhages and 
ill-smelling discharges. She was so cachectic 
that her death was soon expected. She received 
altogether 11,630 milligram-hours of mesotho- 
rium during a period of three months. She has 
remained free from all subjective and objective 
symptoms for the last nine months. Cancer 
recurrences after radical operations are much 
more refractory to radiotherapy than primary 
cancers. Déderlein states that cancers of the 
female genitalia are more amenable to radium 
treatment than any other cancers. The reason 
for this is twofold: the cancers are much more 
accessible and the radium can be inserted into the 
cancerous mass, directly. Finally, strictures and 
contractions of the uterus and vagina are less 
objectionable than those occurring after radio- 
therapy in the rectum, bowel, or oesophagus. 
Chéron and Duval (10) report 158 cases of 
vaginal and uterine cancer which they treated 
with radium during the last five years. This 
is a large and relatively long observed collection. 
Chéron and Duval lay great stress on the tech- 
nique and do not deny that the bad results in 
many cases are due to faulty technique. The 
chief points in their technique are: (1) Inoperable 
cancers of the uterus and vagina must be treated 
by Dominici’s method of ultrapenetrating ray- 
ing. (2) The ultrapenetrating method must be 


performed with the method of dosage inaugurated 
by Chéron and Duval. 


(3) The greater the 
amount of radium used, the greater the filtration 
must be. The value of radium treatment lies 
not only in the number of cures it may produce, 
but also in the remarkable improvements which 
can be obtained when all other therapeutic means 
are powerless. In the 158 cases there was one 
positive anatomical cure; 155 retrogressions, 93 
of which were far reaching, and among the latter 
there were 46 clinical cures; only 2 cases were 
refractory. 

Since September, 1911, Pinkus (48) has treated 
38 cases of cancer among which were uterine 
and vaginal cancers, mammary, rectal, ovarian 
recurrences, cancers of the tongue and prostate. 
The superficial cancer nodules disappeared, but 
deep-reaching cancerous infiltrations remained 
uninfluenced. He obtained some very good 
results and concludes that radium treatment is 
indicated in operable cases in which the operation 
is difficult and therefore dangerous to life, as in 
advanced age, grave organic diseases, and all 
inoperable cases and recurrences. Prophylactic 
radium treatment after radical operation must be 
given for a long time to prevent recurrences. 
Among 38 cases, 9 clinical cures were reported. 


One patient with a cervical cancer has remained 
free from recurrence for 18 months. The lasting 
value of radium treatment in cancer must be 
admitted. 

Schauta (50) treated 16 cases of cancer with 
massive doses. He had no success with small 
doses of radium or mesothorium. He rayed cases 
in which an operation was difficult or contra-indi- 
cated, the inoperable cases, and, prophylactical- 
ly, all operated cases. His results as reported 
are 5 primary successes and 11 retrogressions. 

Bickel (1) subjected 30 uterine, 19 mammary, 
and 14 rectal cancers to radium treatment. He 
had one clinical cure among the uterine cancers, 
5 among the mammary, and one among the rectal. 

Weinbrenner (37) reported the result obtained 
with radium in 32 cases of cancer of the uterus. 
He states that a local disappearance of the cancer 
can be obtained more successfully by radium 
than by any other means excepting surgical 
interference. He discusses especially the in- 
fluence of radium on the healing of wounds fol- 
lowing operations performed after raying of the 
cancer. Healing is usually not primary and a 
possibility of the formation of a fistula exists on 
account of a hyaline degeneration of the con- 
nective tissue. Of the 32 cases of cancer treated, 
17 were uterine cancers, of which 6 cases were 
operable. Of the latter, 3 cases were clinically 
healed, 3 are still under treatment. Of the 11 
inoperable cases, 3 are clinically cured, 5 marked- 
ly improved, 2 are still being treated, and one 
case was discharged as hopeless. Of the 9 
recurring cancers, 2 are clinically healed, 5 im- 
proved, one discharged as hopeless; and one re- 
fused further treatment. Of 2 vaginal cancers 
one was discharged as cured. One ovarian 
cancer did not improve, one vulvar cancer also 
was refractory. Two cancers were treated 
prophylactically after a Wertheim operation. 

Abbé (11) reports a case of cervical cancer, 
which was treated in 1905 after an excochleation 
with 60 mg. radium. The patient has remained 
well ever since. Abbé has had a number of in- 
operable cancers (cervical) which were treated by 
excochleation and radium and have remained 
well for the last 3 to 6 years. 

Kroemer (4) treated 26 cases of cancer of the 
genital organs; of these, 4 cases died and 17 were 
improved or are free from any disturbances. 
Eight of these cases were later operated on. 

Jung (5) treated 4 cases with marked favorable 
results; i.e., clinical cures. 

Wertheim (13) subjected 19 cases to radium 
and 3. cases to mesothorium treatment. Of the 
Ig cases, g were operable and 7 were afterward 
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subjected to radical operations. The  post- 
operative findings were: microscopically, 3 
negative, 1 doubtful, and 3 positive; clinically, 6 
good results and 1 negative result. Wertheim 
denies that any unusual benefit is derived from 
radium raying of inoperable cancer. He at- 
tributes the disappearance of the discharge and 
odor to the purifying action of radium. ‘The 
three cases treated with mesothorium showed 
good clinical results, the microscopic examination 
showed one positive and one negative, while in the 
third case operation was refused. 

Nahmmacher (30) deduces that operable tumors 
must be operated upon unless the operation is 
refused, and the operation must be followed by 
a prophylactic radium treatment. Inoperable 
tumors must be rayed immediately. 

Foveau de Courmelles (9) states that radium 
and X-rays should not to be regarded as antag- 
onistic to surgery but as its accessory means. 
Radium should be used only if an operation is 
refused by the patient or is contra-indicated, or 
if the cancer is inoperable. All operations for 
cancer, however, should be followed by a prophy- 
lactic radium and X-ray application. 

In conclusion, we may summarize as follows: 

1. The action of radium and mesothorium is 
probably the same. 

2. The smallest amount used in treatment 
should be 50 mg. radium element. 

3. The a- and soft 6-rays must be excluded by 
a metal filter. 

4. The secondary rays must be absorbed by a 
soft rubber capsule inclosing the metal filter. 

5. The amount of milligram-hours varies 
from 3,000 to 6,000 or more. 

6. The action of the rays should be supported 
by the X-rays. 

7. Chemotherapy must be combined with 
radiotherapy. 

8. Radiotherapy is indicated in (1) in oper- 
able cancers of the uterus, vulva, and vagina; (2) 
in operable cases where operation is refused or 
is otherwise impossible; (3) as a prophylactic 
to prevent recurrences after operations. 

9. Contra-indications are: (1) advance of 
the ‘‘cancer disease,’’ as multiple metastases 
and local extent, and (2) leucopzenia of 3,000 or 
less and pronounced cachexia. 
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Meltzer, S. J.: The Present Status of Intratracheal 
Insufflation (Der gegenwirtige Stand der intra- 
trachealen Insufflation). Berl. klin. Wehnschr., 
1914, li, 677, 743- 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author first discusses the characteristics and 
advantages of the intratracheal insufflation devised 
by Auer and himself. The basic principle of it is 
the limitation of the space between the mouth and 
the alveoli of the lungs, consisting of the mouth and 
nasal cavities, pharynx, larynx, and bronchi. By 
passing a rubber tube deep into the trachea the 
outer air is carried down to the bifurcation, and by 
the application of a certain pressure, to the smaller 
bronchi, and thus much nearer to the alveoli, so 
that a much less energetic pumping is necessary to 
attain satisfactory respiration. 
It was found that often when the relation between 
the tube and glottis was not correct, a continuous 
uniform stream of air did not produce satisfactory 


breathing. and the animals then became cyanotic, 
but it was found that this danger could be avoided 
if the pressure of the ingoing air was lowered a little 


at intervals. It is therefore recommended that in 
the practical carrying out of the method, the pres- 
sure be lowered a little for about a second, 6 to 10 
times per minute. Complete interruption of the 
air current is not necessary, and is inadvisable on 
account of the danger of aspiration. 

The author thinks that one great advantage of 
his method lies in the current of air between the 
tube and the wall of the trachea, which, in contrast 
with the natural air current and that in positive 
or negative pressure methods, always flows from 
within outward, and therefore offers an excellent 
protection against the aspiration of infectious mate- 
rials from the mouth and nose. This fact was proved 
in a series of animal experiments in which coal 
dust was placed in the trachea. or, after previously 
filling the stomach, artificial vomiting was produced 
during the anesthesia by the injection of apomor- 
phine. When autopsy was performed on these 
animals afterward none of them showed particles 
of coal dust or vomited matter in the trachea. This 
advantage is shown in the practical use of the 
method on human beings in the limitation of post- 
operative pneumonia. Elsberg in 1,000 cases of in- 
sufflation and Peck in 216 did not have a single case 
of post-operative pneumonia, while the latter au- 


thor in the same number of cases of anesthesia 
by other methods had five pneumonias. The in- 
troduction of a shorter tube through the glottis, 
for example Kuhn’s, and the introduction of air 
through such a tube without strong pressure, does 
not, the author thinks, decrease the danger of 
aspiration, but even increases it in mild degrees of 
anesthesia, and he has confirmed this view by 
experiments. He has, moreover, shown that in 
insufflation anesthesia the irritation of the trachea 
is very slight. Insufflations of 14 to 24 hours’ 
duration in animals did not cause any bronchitis 
or pneumonia or any traumatic injuries of the air 
passages. 

Meltzer thinks his method possesses an advantage 
over the positive and negative pressure methods, 
because in the latter methods at least a part of the 
lung must be in contact with the thoracic wall in 
order to produce gaseous exchange, while in his 
method, even with complete separation of the lung 
from the thoracic wall, respiration continues. Fur- 
thermore, when heart collapse is produced in dif- 
ferential pressure methods or in insufflation, it is 
overcome much more quickly by resumption of 
insufflation than by differential pressure. Also, by 
insufflation, the gas exchange in the lungs is kept far 
above the necessary degree, almost up to the normal, 
while in differential pressure only a part of this gas 
exchange is accomplished, so that it goes down much 
nearer to the minimum. This is a great factor of 
safety, as the American engineers say in construc- 
tion work, where, for the purpose of safety, they 
produce a strength much above the probable de- 
mands upon it. 

Too abundant administration of ether during 
insufflation may have a toxic effect. Such an in- 
toxication is shown, however, soon after the proper 
limits are exceeded by the respiration of the animal 
becoming slower and shallower, and finally disap- 
pearing entirely. In spite of these alarming symp- 
toms the condition is not critical, and can be main- 
tained for about two hours before becoming danger- 
ous; so the anesthetist is warned in plenty of time, 
and danger can be avoided by decreasing the amount 
of ether. 

In the second part of his work the author discusses 
the practical use of his method in human surgery. 
It has been used in about 4,000 cases, and these, he 
thinks, have shown that the method is justified. 
He does not give exact statistics from this material, 
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for he thinks that a better demonstration of its 
usefulness will be given by taking large series from 
individual surgeons, rather than by collecting in- 
dividual observations from a great number of sur- 
geons, because in the latter case frequent failures 
by inexperienced surgeons may be included in the 
statistics. 

So far as the author knows there have only been 
four or five deaths caused by insufflation anethesia. 
He thinks these were due to gross errors and could 
easily have been avoided. One death was caused 
by fluid ether passing directly into the air passages, 
as the tube was accidentally lowered in the ether 
flask below the level of the fluid. In a second case 
the nurse noticed that the tracheal tube in her hand 
was slipping out, and on being advised to push it in 
again she pushed it in so far that the air which was 
introduced could not pass out again and ruptured the 
lung. This accident could have been avoided if the 
tube had been fastened in the proper position before 
being connected with the insufflation apparatus, 
and if the apparatus had had a safety valve. Ina 
third fatal case the introduction of the tube, guided 
by the finger, was very difficult. Marked cyanosis 
developed and severe emphysema of the face and 
neck. In this case, too, the apparatus had no 
safety valve. 

The last mentioned case is similar to one of Unger’s 
in which it was also difficult to introduce the tube 
and emphysema followed. In another case where 
there was severe cyanosis and emphysema the 
patient was being operated upon for a tumor of the 
cerebellum. He was lying on his abdomen, and 
his head was drawn sharply over the edge of the 
table, making the outflow of the air very difficult. 
The anesthetist noticed this in time, from the fact 
that the air did not bubble through the ether as well 
as before. Another death occurred from the tube 
being passed into the stomach instead of the trachea. 
Death followed before the distention of the abdomen 
was noticed. 

The author does not believe that the insufflation 
can be blamed for any of these deaths. They could 
all have been avoided if the method had been suf- 
ficiently understood beforehand, and if the appara- 
tus had been provided with a safety valve, which is 
absolutely essential. As for post-operative pneu- 
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Leriche, R.: Treatment of Permanent Fistule of 
the Parotid by Destroying the Innervation of 
the Salivary Gland (Behandlung der permanenten 
Parotisfisteln durch die Entnervung der Speicheldriise. 
Zentralbl. f. Chir., 1914, xli, 754. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In order to avoid total extirpation of the gland 
in stubborn fistula of the parotid, the fistula can 


monia, most authors agree that it occurs more rarely 
after insufflation than after any other method of 
anesthesia. Moreover, surgeons who have become 
practiced in the use of insufflation report that with 
it they have shock much less frequently, either dur- 
ing or after the anesthesia. Insufflation should 
therefore be used in severe cases and in old and 
weak patients, because they recover quicker and 
better after its use. Vomiting is rarer also after 
insufflation, though there are no definite statistics 
to prove this. 

Surgeons are also agreed as to the value of the 
method in operations on the neck, jaw, mouth, and 
pharynx, as the backward flowing current of air 
keeps the blood away from the air passages. For 
the same reason it is excellent in operations where 
the patient is liable to vomit, as in ileus, and also in 
operations in the region of the medulla oblongata, 
since respiration is more apt to stop in such opera- 
tions, and insufflation is of aid in that respect. It 
is of great advantage in intrathoracic operations, 
and it also does good service in internal medicine in 
cases of transient respiratory paralysis and in cases 
of poisoning. 

Two cases are reported, in one of which the 
patient had injected 1 gm. of morphine and then 
breathed gas, and the other had used opium two 
days in succession. In these two cases insufflation 
was kept up for 14 and 12 hours respectively, and 
both patients completely recovered. 

In regard to technique, the author believes the 
simplest and best method is to introduce the tube 
through a tube-shaped laryngoscope. The tube 
should be carried in until it meets resistance and 
then withdrawn 5 0r6cm. This avoids the blunder 
of introducing it into the oesophagus, for no such 
resistance is met with in the oesophagus. This re- 
sistance should be encountered about 33 cm. from 
the teeth, thus proving that thetubeis in the trachea. 
It is better for the intratracheal tube to be too 
small than too large. If it is too large there is 
nothing to do but withdraw it; if it is too small the 
difficulty can be overcome by moderate pressure 
in the region of the hypothyroid membrane. The 
pressure of the air current should be regulated ac- 
cording to its effects on the movements of the 
thorax and abdomen. TIEGEL. 
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be obliterated by destroying the secretory nerve of 
the gland. This is contained in the auriculotemporal 
nerve, which divides into several branches back of 
the condyloid process. 

The nerve is laid bare at “the point of election,”’ 
dissected, with its branches, upto the gland, and 
slowly twisted out by Thiersch’s method. Leriche 
has used this method with complete success in 
three cases. VORDERBRUGGE. 
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Van Valkenburg, C. T.: Focal Localization of 
Sensation in the Cerebral Cortex of Man (Zur 
fokalen Lokalisation der Sensibilitit in der Gross- 
hirnrinde des Menschen). Ziéschr. f. d. ges. Neurol. 

uw. Psychiat., 1914, Xxiv, 294. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


There is no longer any doubt that the central 
sulcus forms a.boundary line between motor areas 
of the cortex that can be stimulated electrically and 
sensory areas that cannot. All attempts at localiza- 
tion of sensation should, therefore, be confined to 
parts of the cortex lying back of the central sulcus. 
The cortex lying behind the central sulcus receives 
sensory stimuli originating in the periphery. By 
faradic stimulation of this part of the cortex it is 
possible to produce sensory impressions in the 
peripheral part of the body of a patient who is tully 
conscious. The author proved this in two patients 
who belonged to that class of Jacksonian epilepsy 
in whom the beginning of the attack is announced 
by signs of sensory irritation in certain parts of the 
body. After trephining under local anesthesia, he 
could, by faradic stimulation of the posterior part of 
the central convolution, before the removal of the 
diseased part of the cortex, produce the typical 
paresthesias that accompanied the attacks. 

There is a close relation between the motor and 
sensory foci; that is, the foci for motion of certain 
joints lie at a certain spot in the convolution in front 
of the central sulcus, while the foci for sensation of 
the same areas lie in the same horizontal plane in 
the convolution back of the sulcus. There is paral- 
lelism between the motor and sensory areas in the 
two central convolutions. 


The author regards the points of sensory stimula- 
tion found as the expression of circumscribed irradia- 
tions from centripetal fibers which serve to conduct 
sensory stimulation from circumscribed skin areas. 
The nearness of the motor and sensory points in the 
two convolutions has important physiological signifi- 
cance in the coérdinating influence of sensation on 


movements. It has not been shown how the different 
qualities of feeling are distributed over the cortex, 
but kinesthesia is a complex sensation; muscle sensa- 
tion was never observed on stimulation. 

The regional relation between the surface of the 
body and the surface of the cortex is shown by the 
post-operative findings in one of the author’s cases, 
in which .75 ccm. of the cortex of the posterior 
central convolution was excised, this being the sen- 
sory area for the ulnar part of the hand. The skin 
region affected was limited to the fourth and fifth 
fingers, the surface being of the same breadth on the 
dorsum and palm of the hand. There was hyper- 
esthesia for touch, lack of discrimination between 
two stimuli used at the same time, disturbed muscle 
sense, astereognosis, delayed temperature sense, and 
ataxia, all increasing toward the ulnar side. How- 
ever, the correct localization of stimuli was pre- 
served, also pain-sense, pressure-sense, and tempera- 
ture-sense. This shows dissociation of sensation in 
cortical foci. Except pain-sense, pressure-sense, and 
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temperature-sense, all kinds of sensations have a 
primary localization in the cortex. ‘These foci are 
the same for different sensory stimuli; that is, im- 
pulses originating in the same area on the surface of 
the body end in the same cortical area in the poste- 
rior central convolution. STREISSLER. 


Friedrich, P. L.: Operative Indications in Gunshot 
Injuries of the Brain in War (Die operative 
Indikationsstellung bei den Hirnschiissen im Kriege). 
Beitr. z. klin. Chir., 1914, xci, 271. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

There is a large percentage of gunshot injuries of 
the brain among the cases of death and of wounds 
handled during war. The methods in civil surgery, 
which are not uniform by any means, are not always 
applicable in war. Friedrich recommends that in 
injuries in civil life the wound be cared for at once, 
but only in exceptional cases should there by any 
operative procedure on the brain; the entrance 
wound should be left partly open so that wound 
secretion, bits of necrotic brain, and foreign bodies 
may be discharged. An illustration is given of 
Thiersch’s crown bandage which leaves the wound 
free. From statistics of previous wars no general 
rules can be laid down as to war surgery, as the 
varying conditions must be taken into considera- 
tion. In war it is not a question of trephining but 
of operation on an already open skull. There are 
various kinds of injuries to the brain, and simple 
nomenclature should be agreed upon for the purpose 
of general understanding. As to depth, rebounding 
and grazing shots are distinguished; also open shots, 
either penetrating the whole skull, or making a 
unilateral wound; another classification is into 
wounds of the base or other regions of the skull. 

In war a skilled surgeon should immediately look 
after the wound, but the skull should be spared as 
much as possible. Not all fragments need be re- 
moved, but only those lying free in the wounded 
area or those pressing against the brain. The 
degree of operation on the skull is illustrated by 
experiences in the hospital at Saloniki, where it was 
observed that too active operative procedures often 
preduced bad results, while the results of expectant 
treatment were good. Inclosed injuries to the brain 
expectant treatment is still more indicated—at 
least attention to the entrance and exit wounds. 
Injuries to the base do not belong to primary 
surgery. Indications in rebounding shots, in hem- 
orrhage inside the skull, and in the brain are dis- 
cussed. 

Even symptoms of brain pressure do not demand 
immediate operation if they are not progressive; 
sometimes even a technically correct early operation 
does not prevent late infection. The greatest re- 
serve is also recommended when there are signs of 
cortical irritation in depressed fractures. Contrac- 
tures are more of an indication for operation than 
convulsions. Disturbances of speech may appear 
even in injuries that are far away from the speech 
center. In all early operations general anesthesia 
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should be abandoned in favor of local anesthesia 
in connection with morphine injections. When and 
where primary operations—that is, operations 
within the first 48 hours—shall be performed, depends 
on the means for transportation and care of the 
soldiers. Injuries of the skull and brain should be 
attended to as soon as possible either on the field 
or in its immediate neighborhood. Among the late 
cases signs of brain pressure without infection are 
unusual. Infection predominates in these cases, 
and are to be judged by their clinical signs. A rise 
in temperature without any other cause serves as a 
warning. Operative interference should be under- 
taken through one of the wound openings. Several 
case histories are given. GroRG SCHMIDT. 


Streissler: Gunshot Injury of the Right Sinus 
Cavernosus (Schussverletzung des rechten Sinus 
cavernosus). Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u.i Grenzgeb. 

A case is reported in which Streissler successfully 
removed the bullet. The 25-year-old man was 
suffering from a neuroparalytic keratitis of the right 
eye from partial anesthesia of the first branch of the 
trifacial, and also from abducens paralysis. This 
fact indicated the exact location of the projectile, 
and it was further confirmed by a stereoscopic rént- 
gen picture. Because of the threatened loss of the 
eye, operation was attempted. The external 
carotid was ligated under Haertel’s ganglion anes- 
thesia, and the gasserian ganglion found by Lexer’s 
method through the temporal. The dura was split 
in the neighborhood of the foramen ovale and the 
bullet was found in the lateral wall of the sinus, 1 
cm. back of the anterior clinoid process. It was 
extracted without haemorrhage. There was an 
excellent view of the field of operation; even the 
infundibulum of the hypophysis could be seen. 
There was rapid recovery from the neuroparalytic 
keratitis. This case is interesting, as it is the first 
time a projectile has been reported as having been 
removed from this location. 

MADELUNG and BRAUN report gunshot injuries of 
the hypophysis through the sinus cavernosus. 

KRAUSE reports the successful extraction of a 
bullet from the optic nerve. 

Four operations have been performed on the sinus 
for thrombophlebitis by BiRcHER, HARTLEY, Voss, 
and KGTTNER. 

THIERY mentions a case of arteriovenous aneurism 
after gunshot injury of the sinus. For practical 
work the author recommends the intracranial 
temporal route for locating the sinus, but in septic 
processes, such as thrombophlebitis, he prefers the 
transsphenoid route on account of the danger of 
meningitis. SELBSTBERICHT. 


Dowman, Jr., C. E.: Haemostasis, with Special 
Reference to Its Employment in Surgery of 
the Brain. Surg., Gynec. & Obst., 1914, xix, 415. 

By Surg., Gynec. & Obst. 
Recent experiments in the use of omentum 
and superficial fascia in the control of hemorrhage 


from wounds in parenchymatous organs are re- 
viewed. 

In cranial operations the choice and administra- 
tion of the anesthetic is important on account of the 
influence on the control of hemorrhage. Ether seems 
to be the anesthetic of choice. A semi-sitting 
posture of the patient also has a definite controlling 
effect on the freedom of hemorrhage. 

Hemorrhage from the scalp is best controlled by 
some form of tourniquet: that from the diploé with 
Horsley wax, wooden or ivory pegs, or small pieces 
of cotton or muscle. 

In cerebellar explorations where there is marked 
intracranial pressure, it is sometimes necessary to 
aspirate the ventricles before the large venous lakes 
covering the occipital muscles collapse and allow 
further operative procedure. 

Cushing’s silver-wire clips for the vessels of the 
meninges and brain are considered more desirable 
than sutures. Cotton pledgets wrung out of hot salt 
solution usually suffice for ordinary oozing. Hamor- 
rhage from the sinuses can usually be controlled 
by small muscle transplants. 

Several] layers of interrupted fine silk-sutures are 
recommended for closing wounds, as such sutures act 
as ligatures in addition to aiding the approximation. 

The author offers the following conclusions: 

1. Complete hemostasis is one of the most im- 
portant phases of surgical technique. 

2. The type of operative surgery which sacrifices 
refinement in technique for the sake of speed should 
be condemned. 

3. The use of various tissues as hemostatic 
agents has a distinct field of usefulness. 

4. Hemorrhage during cranial operations is most 
troublesome and dangerous, and requires for its 
control the exercise of patience, ingenuity, and sound 
judgment on the part of the operator, in addition 
to the employment of the various hemostatic agents 
and appliances known to surgery. 


Heile: Surgical Treatment of Internal Hydro- 
cephalus by Deviation of the Cerebrospinal 
Fluid into the Abdominal and Pleural Cavities 
(Zur chirurgischen Behandlung des Hydrocephalus 
internus durch Ableitung der Cerebrospinalfliissigkeit 
nach der Bauchhohle und nach dem Brustfellraum). 
Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author presented the case of an 8-year-old 
boy who, until four months previous, could not walk 
because he suffered from severe extensor spasms of 
the lower extremities. An extreme spastic club-foot 
and abductor cramps with internal rotation of the 
leg had resulted from it with the knee in flexion. 
The boy’s skull showed all the signs of severe hydro- 
cephalus, and the spasms of the lower extremity 
were the result of the hydrocephalus. Bilateral 
puncture of the corpus callosum did not produce any 
improvement in the spasms. The child was normal 
mentally but was absolutely prevented from walking 
by the spasms. Repeated spinal punctures, by 
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which as much as 150 ccm. of fluid were withdrawn, 
showed that the hydrocephalus extended to the 
spinal canal, and after the discharge of the fluid there 
was temporary cessation of the spasms, but they 
quickly returned; therefore the author established 
on the left side a permanent drainage of the intra- 
dural space, at the level of the lumbar vertebre, into 
the abdominal cavity by the heteroplastic implanta- 
tion of a large saphenous vein. The perivascular fat 
was left on it to prevent the collapse of the vein. 
The vein with the fat attached took without reaction, 
but the discharge of the cerebrospinal fluid into the 
abdominal cavity soon stopped, because the vein 
had collapsed. The author sutured a 5 mm. rubber 
tube into the right side, beginning at the lower end 
of the spinal dura, and ending in the abdominal 
cavity in Petit’s triangle, above the iliac fossa be- 
tween the internal and external oblique. It healed 
without reaction, the discharge into the abdominal 
cavity was satisfactory, and the spasms improved 
to such an extent that the boy, who had not been 
able to walk since his birth, soon learned to walk 
without help. 

The author recommends this drainage into the 
abdominal cavity in cases where there is free com- 
munication between the fluid in the brain and the 
spinal cord. In this way all the pressure-symptoms, 
not only in the cord, but in the brain, may be over- 
come. He points out that in the treatment of hydro- 
cephalus it is important to study each individual 
case, and to determine in what part of the cere- 
brospinal canal the stasis is greatest. 

In diagnosis Strassburg’s trans-illumination of 
the skull is of value, as it often shows that internal 
hydrocephalus is unilateral, even when there is no 
great asymmetry of the skull. The affected half 
should then be drained locally by puncture of the 
corpus callosum, or by Mikulicz’ subcutaneous drain- 
age, or by Payer’s blood drainage. 

In one case where the stasis was chiefly in the 
fourth ventricle from post-operative occlusion of the 
outlet at the base of the brain after an ear operation, 
the author succeeded in conducting the fluid into 
the pleura by inserting a rubber tube. To soften the 
sharpness of the end of the tube he drew over the 
lower part of the tube a living jugular vein removed 
from the patient. The fluid was not carried directly 
into the pleural cavity, but into the extrapleural 
space at the apex. In this case symptoms of intra- 
cranial pressure, such as choked disc, headache, and 
dizziness, disappeared completely after the insertion 
of the drain. The patient still carries the drainage 
tube and is free from all symptoms. 

Klose treated another case successfully by drain- 
age into the abdominal cavity, this time by the in- 
sertion of a silk drain. KATZENSTEIN. 
Rose, F. J.: Pathology of the Hypophysis (Zur 

Pathologie der Hypophyse). Charkov. M. J., 1914, 
xvii, 249. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author’s material consists of 7 cases of 

acromegaly, 5 of which were operated upon with 


one death; 4 cases of dystrophia adiposo genitalis, 
with 3 autopsies and one clinical history; 4 cases of 
tumor of the hypophysis without acromegaly or 
adiposity. There were autopsy reports in all cases 
and there was also a case of diabetes insipidus with 
autopsy. 

From his study of the cases Rose comes to the 
following conclusions: 

1. It may be considered proved that acromegaly 
is due to hyperfunction of the hypophysis. It is 
the result of eosinophile adenoma of the hypophysis. 

2. Fischer holds that a tumor of the hypophysis 
with acromegaly should be operated upon, and the 
author agrees that that operation should be done 
in progressive cases. 

3. Dystrophia adiposo genitalis is the result of 
hypofunction of the glandular part of the hypophy- 
sis. There is a decreased or totally absent function 
from destruction of this part of the organ or reten- 
tion of its secretion, which may be caused by pressure 
on the infundibulum or on the hypophysis. 

4. Diabetes insipidus is without doubt due to 
changes of the intermediary and nervous parts of 
the hypophysis. 

5. In cases where tumors of the hypophysis do 
not show any of the above symptoms, but only 
brain symptoms, all parts of the hypophysis are 
preserved and their connection with the brain ,is 
not interrupted. The tumors in such cases are 
benign. RIESENKAMPFF. 
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Rogers, J.: Acquired Disease of the Thyroid Gland. 
Ann. Surg., Phila., 1914, Ix, 281. 
By Surg., Gynec. & Obst. 

The author believes that all acquired diseases of 
the thyroid, except malignancy, are closely related 
in origin, each beginning in the same way, but sooner 
or later following a different route which terminates 
in one of the typical diseases of the gland or in one of 
the complications with which thyroid abnormalities 
are so often associated. He also believes it is possible 
to trace what seems to be the natural or regular 
progress of events when complications do not ob- 
scure it. With regard to so-called “simple goiter,” 
he thinks that at one time or another, and occasion- 
ally for long periods, it may be accompanied by signs 
ordinarily accepted as those indicating either under- 
activity or overactivity of the epithelium, and that 
all rapid changes in the outline or consistence of the 
gland while developing are accompanied by at least 
some of the signs of hypothyroidism, or less often by 
those of hyperthyroidism. Moreover, any of these 
so-called simple or supposedly symptomless goiters, 
even after they have existed for years in a quiescent 
condition, may give rise to the severest forms of any 
of the functional thyroid diseases. 

Considering the conditions of myxoedema and 
hypothyroidism, the author thinksthese termsshould 
not be used synonymously. The so-called typical 
or idiopathic myxcedema which begins after middle 
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life with a primary atrophy of the thyroid isa rare 
disease, while the myxoedematoid conditions which 
develop in long-standing goiters are very common 
and are symptomatically the same, except that the 
myxedema which occurs with goiter is generally 
much more easily relieved than the disease which is 
accompanied by no thyroid enlargement. Myxaede- 
ma thus seems to begin in the majority of cases or in 
its regular form with the simple hypertrophy, which 
constitutes the first regular stage in all thyroid 
disease. The intermediate or next stage is that of 
hypothyroidism, which terminates in the typical 
and fully developed disease. 

In citing a case of simple goiter followed by myx- 
oedema, Rogers refers to the superior value of a com- 
bination of a one-gram thyroid tablet and a one-gram 
capsule of desiccated suprarenal over thyroid alone. 

He thinks that exophthalmic goiter and hyper- 
thyroidism are not synonymous terms, but that 
enlargement of the gland, with at least traces of 
deficiency in its functional activity, must be regard- 
ed as the regular disease. The third stage, which 
may entirely hide the second, is marked by the char- 
acteristic rapidity of the pulse and the nervous 
irritability, which are generally accepted as the chief 
evidences of hyperthyroidism, and he endeavors to 
show that exophthalmic goiter is a later stage than 
the hyperthyroid stage. Though regularly produced 
by hyperthyroidism, exophthalmos is not by any 
means a constant result of it. Exophthalmos ap- 
pears after and not before the other symptoms, and 
when it does occur it marks the incidence of the 
fourth stage, or that of typical exophthalmic goiter. 
This stage of the disease is marked by a gradual and 


generally intermittent development of its distin- 


guishing symptom. After its appearance the hope 
of recovery is distinctly less than before, and the 
probabilities of the development of complications 
are greatly increased. He refers to the occasional 
form which develops without any appreciable en- 
largement of the thyroid. The stage of goiter and 
hypothyroidism does not occur, and that of hyper- 
thyroidism appears to develop rapidly or even 
suddenly, and may or may not be accompanied by 
more or less pronounced exophthalmos. 

Recovery from hyperthyroid conditions may take 
place from any stage except the last stage, i.e., the 
myxcdematoid state following exophthalmic goiter, 
and the prognosis seems better in the presence of 
goiter than when this symptom is absent. The 
prognosis is much worse after the development of 
exophthalmos than before. More than 84 per cent of 
the deaths in hyperthyroid conditions in the author’s 
experience occurred in cases which have presented 
this symptom. If recovery takes place, it is gradual 
and through a retracement of the steps which mark 
the advance in the disease. 

Discussing the physiology of the thyroid, the 
author says that it is an organ concerned chiefly in 
the production and expenditure of energy, or, more 
briefly, as an organ of nutrition. The only demon- 
strable nerve supply of the gland in man is a filament 


which arises from the superior cervical ganglion of 
the sympathetic, and follows approximately the 
course of the superior thyroid vessels and enters 
the gland near them. More recent experiments 
have confirmed the interdependence chiefly of the 
thyroid, pancreas, and adrenal-sympathetic or chro- 
mafiin system, and clinical observation for the most 
part has added to these the pituitary and thymus. 
The thyroid and the adrenals seem capable of 
mutual stimulation or activation, and both give 
evidence of some inhibition upon the pancreas. The 
pancreas in turn seems to inhibit the activity of the 
other two glands. The thymus also seems to present 
some inhibitory effect upon the chromaffin system. 
The latest theory of disorders referable to these 
ductless glands suggests a primary neurosis of the 
sympathetic system, and he thinks that if each of 
the ductless glands activates or inhibits some 
particular group of nerve-fibers, at least a part of the 
relationship and interdependence of these organs 
becomes apparent. 

As to the cause of abnormalities of the thyroid, he 
believes that fatigue plays a very important and 
probably the causal réle. 

He statesthat surgical problems of hypothyroidism 
arise in practically every case of goiter, and in this 
type of goiter he advises double ligation. 

The treatment of hyperthyroidism by the removal 
of one lobe or one lobe and the isthmus of the dis- 
eased gland can undoubtedly yield perfect and last- 
ing cures in between 50 and 75 per cent of all the 
cases so treated. The worst results seem to have 
occurred in subjects who were operated on before 
they had attained their maximum growth and 
development, that is, before the age of twenty-five, 
and in those who had small goiters. With the excep- 
tion of the few successful, or partially successful, 
secondary thyroidectomies, the only treatment the 
author has found beneficial for these cases which 
have already had a partial thyroidectomy has been 
rest in combination with organ therapy. The most 
frequently useful organ, especially for those with 
high blood-pressure, has been the adrenal proteins 
which contain no adrenalin. The pituitary, the 
thymus, or the pancreas have seemed indispensable 
for the relief of others. The author’s results with the 
serum have not been satisfactory for the mass of 
cases, showing only 15 or 20 per cent of perfect cures, 
and some 50 per cent of more or less marked im- 
provement. With the serum treatment there was a 
considerable percentage of failures and relapses, and 
among these there was a mortality of about 8 per 
cent, but it is extremely beneficial in the early and 
uncomplicated cases of hyperthyroidism, and has 
proved almost a specific in the rare instance of early 
acute toxemic hyperthyroidism. As regards the 
operative treatment, he agrees that the interruption 
of the blood and nerve supply of the gland seemed 
safer than thyroidectomy. 

Two hundred and eight cases, prior to August, 
1913, were treated by the ligation and division of 
one or more of the thyroid vessels which must in- 
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clude the nerve supply of the gland. Among those 
operated upon there were four deaths: one from the 
ligation of one superior group of thyroid vessels; one 
from thesimultaneous ligation of the two superior, and 
one inferior vessel. Both of these cases were oper- 
ated upon under local novocaine-adrenalin anesth- 
esia. The other two deaths followed the ligation of 
the two superior groups of thyroid vessels under gen- 
eral anesthesia. It was hoped that the quadruple 
ligation would not have to be supplemented by any 
other treatment, but later experience has proved 
that about half of the cases would improve up to a 
certain point and then remain stationary in a stage 
of ill health characterized chiefly by nervous irrita- 
bility and asthenia, and a blood-pressure above 140 
mm. of mercury. The tachycardia might or might 
not be noticeable. Further improvement seemed 
obtainable only by some organ feeding. The im- 
provement after quadruple ligation of the thyroid 
blood supply, which must include the lower nerve 
supply and generally all or most of the upper, is 
not as rapid as after partial thyroidectomy, but the 
operation seems to be more certain in its results and 
less dangerous to life, and the patient has less sub- 
sequent risk of relapse even under the conditions and 
circumstances which seem to produce thyroid abnor- 
malities. Thirty-six cases of typical exophthalmic 
goiter were subjected to quadruple ligation with no 
failures to effect improvement; of the 36, 25 now 
consider themselves well and are able to lead nor- 
mally active lives. D. C. BALrour. 


Brooks, H.: The Clinical Manifestations of Physio- 
logical Hyperthyroidism. Long I/sland M. J., 
1914, Vili, 331. By Surg., Gynec. & Obst. 

The author emphasizes the fact that physiological 
conditions may readily become pathological in de- 
gree. He believes that exophthalmic goiter is caused 
solely by hyperthyroidism, and cites minor manifes- 
tations which point in the direction of the disease 
without actually developing into it. He speaks of 
the lack of sexual development accompanying loss 
of thyroid secretion, and the rapid sexual develop- 
ment under the stimulation of hyperthyroidism. 

He compares the effect of castration in youth with 

the characteristics of cretinism. The effect of hyper- 

thyroidism on the mentality of the cretin is most 
wonderful. 

In overactive children, when restlessness, irritabil- 
ity, egotism, and selfishness develop, hyperthyroid- 
ism should be considered. W. H. Buutic. 


Jackson, H. C.: Symposium on Hyperthyroidism; 
Physiology of Thyroid. Long Jsland M.J., 1914, 
Vili, 321. By Surg., Gynec. & Obst. 


Jackson reviews the various theories .regarding 
the function of the thyroid gland, and mentions the 
early assumption that the thyroid was an expansive 
and contractile organ regulating the amount of blood 
sent to the brain. A second theory was the antitoxic 


one. This hypothesis held that certain toxic sub- 
stances were selected by the thyroid, which worked 


them over, and only by means of iodine saturated 
the substances so that they became non-toxic. The 
third theory was an outgrowth of the second and an 
addition to the autotoxic theory in that the substance 
active in the process was supposed to be a secretion 
thrown into the circulation to neutralize the toxic 
substances. 

The view now current is known as the working 
hypothesis of chemical correlation. Substances 
produced in the cells of a gland and thrown 
into the blood stream directly are called hor- 
mones. The substances circulate through the 
various organs and tissues and bring about these 
specific effects. In this way one organ or tissue is 
correlated with others. In the case of the thyroid 
with a diminution of secretion, the effect on the 
adrenals, for instance, is a diminution of their secre- 
tion. Removal of the thyroid brings about a com- 
pensatory hypertrophy of the pituitary, indicating 
that the pituitary acted vicariously with the thyroid. 
The effect on the sexual organs of a reduction of 
thyroid secretion is to bring about a marked dis- 
turbance causing the organs to pervert, degenerate, 
or atrophy. The removal of the thyroid also causes 
the thymus to atrophy early. The pancreas is in- 
hibited by the thyroid secretion, so that in hypothy- 
roidism the pancreas acts excessively, making an 
increased power to oxidize carbohydrates. 

In hyperthyroidism, the adrenal activity is in- 
creased. The results of a stimulation of the sym- 
pathetic or autonomic system is also noted by the 
increased heart rate, higher blood-pressure, and in- 
creased metabolic activity. Thyroid secretion 
brings about renewed activity of the sexual organs; 
the thymus is much stimulated, as shown by the 
formation of new cells in the thyroid; and the pan- 
creas is inhibited, so that glycosuria may result. 

Concerning the amount of iodine in the gland, it is 
known that some animals have no iodine whatever 
in the thyroid. It has also been shown that the 
amount of iodine in the thyroid may be increased or 
decreased by varying the iodine in the food. In 
dogs, spontaneous hypertrophy is due to a diminution 
of iodine in the gland, but iodine is not the only 
factor and it must be associated in some way with 
the colloid present ; but irrespective of the amount of 
iodine, removal of the gland brings about the same 
symptoms. In exophthalmic goiter it has been 
shown that the amount of iodine varies inversely 
with the hyperplasia, and in fact that the low iodine 
content is the causative factor. Hyperplastic glands 
when left alone resort to the colloid condition and 
an increase in iodine follows. 

In any gland the process of secretion is a double 
one; viz., the production of the substance and its 
elimination into the circulation. These two pro- 
cesses go hand in hand, resulting in an equilibrium 
inthe cell. If there were no elimination, there would 
be a large iodine content in the gland, and if the 
elimination was very rapid there would be a low 
content of iodine, but the gland would be exerting 
a marked influence on the body. This suggests a 
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final thought that perhaps the thyroid effect in 
exophthalmic goiterisasecondary and not a primary 
one, since the thyroid can be accelerated or inhibited 
by the secretion of the glands in the same way as it 
acts on others. W. H. Buse. 


Mayo, C. H.: Hyperthyroidism: Primary and Late 
Results of Operation. Surg., Gynec. & Obst., 
1914, XiX, 351. By Surg., Gynec. & Obst. 


Mayo reviews briefly the history of exophthalmic 
goiter, summarizing the pathologic and clinical 
studies which have been made on this disease in the 
Mayo Clinic, and giving in detail the operative pro- 
cedures in use at present. 

In discussing the pathology he notes that the 
gland presents a definite pathologic picture of 
primary hypertrophy and hyperplasia, the degree 
of which is parallel to the clinical stage of the devel- 
opment of the disease. This relationship is remark- 
ably constant. A table accompanying the original 
article gives in parallel columns a comparison of the 
pathologic grouping of thyroids from cases of toxic 
hyperplastic, non-toxic hyperplastic, and atoxic, or 
simple, goiter. 

Clinically, he notes that patients coming under 
observation for hyperplastic — ordinary exophthal- 
mic — goiter give a history of having first noted the 
goiter at the average age of 32 years, the first evi- 
dence of intoxication being noted at the average age 
of 32.9 years, while the corresponding ages of pa- 
tients with toxic non-hyperplastic goiter are respec- 
tively 22 and 36.5 years, thus showing that in 
patients with hyperplastic thyroids there are at 
least two distinct clinical groups. 

All patients during periods of exacerbation of the 
disease should be considered medical cases. Surgery 
is indicated in the up-wave of improvement. Cases 
resistant to medical treatment may be given in- 
jections of boiling water into the gland. In most of 
the severe cases a ligation is made first of one or 
both of the upper poles. Following single or double 
ligation patients gain an average of 22 pounds with- 
in the first four months, at the end of which time the 
larger part of the gland may be removed with safety. 
In thyroidectomy he speaks especially of the im- 
portance of an adequate preliminary exposure of 
the gland before any attempt is made at its removal, 
and of the importance, in so far as possible, of leav- 
ing undisturbed the capsule of the gland, thus pro- 
tecting the recurrent laryngeal nerves and the para- 
thyroids. He notes the present low mortality from 
operative procedure — as many as 278 consecutive 
operations on the thyroid having been made between 
deaths — and says that return of clinical symptoms 
occurs in but a small percentage of cases, usually 
through the removal of too much gland. 


Fraser, A.: Exophthalmic Goiter; Its Pathology. 
Long Island M. J., 1914, vili, 236. 

By Surg., Gynec. & Obst. 

In exophthalmic goiter all agree that the most 

common and constant change is an active hyper- 


plasia of the thyroid gland and the lymphatic 
tissues. Some observers claim that there are also 
changes which are specific, others that they are 
neither constant nor specific; a third view is that the 
glandular changes are for the most part constant, 
but not specific. In general, the changes in an 
exophthalmic goiter represent but one variable stage 
in the one fundamental cycle of exophthalmic re- 
action of which the changes in the forms of goiter, 
myxoedema, etc., represent the other stages. The 
one characteristic reaction seems to be the only one 
of which the thyroid is capable, no matter what the 
cause may be which gives rise to it. 

The whole cycle of reaction may be divided into 
three typical stages: (1) progressive, developmental; 
(2) regressive, involuting (recovery), colloid; (3) 
premature atrophic or exhaustion stage (myxcedema). 

In the developmental stage the gland grows larger, 
softer, and more vascular. The epithelial cells in- 
crease in number and size; the alveoli become larger 
and new ones are formed; the capsule and stroma 
show hyperplasia; and the stainable colloid decreases. 
Very early the alveolar walls send papillary projec- 
tions into the lumina. This invagination of the 
wall is claimed by some to be specific for exophthal- 
mic goiter. 

In the second stage, the gland is returning to the 
normal. It becomes firmer, less vascular, and of a 
normal color. The stainable colloid increases, the 
alveolar epithelium becomes cuboidal, and the 
papillary ingrowths disappear. This stage repre- 


sents a recuperation, not a degeneration. 
In the premature atrophic stage there is marked 


hyperplasia of the stroma at the expense of the al- 
veoli. The epithelial cells undergo progressive 
atrophy; and as the sclerosis proceeds, the alveoli 
become compressed and finally appear as scattered 
nests of cells embedded in a dense fibrous stroma. 
These three stages may alternate at short or long 
intervals and the transformation of one into another 
in dogs has been shown. 

Regarding the presence of these changes in exoph- 
thalmic goiter there are two quite different theories. 
According to one, all of the above types as well as 
the normal gland are found in true exophthalmic 
goiter. The other theory is that active hyperplasia 
with infolding of the alveolar walls is found only in 
true exophthalmic goiter. 

The changes in the thymus, spleen, and lymph- 
glands are identical with those found in the thyroid. 
Nervous system changes are not constant. The heart 
hypertrophies in the actively hyperplastic stage of 
the thyroid and becomes smaller in the stage of in- 
volution. Secondary changes in the valves, arteries, 
and myocardium are probably nutritional or toxic 
in origin. Atrophy and fatty degeneration have 
been observed, especially in the muscles of the eye. 
In the blood there seems to be a close parallelism 
between the percentage of monoclears and thyroid 
and lymphoid hyperplasia. 

There are two views regarding the meaning of 
these anatomical findings. The first is hyperthy- 
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roidism, and the second is that the disease is a nutri- 
tional disturbance and the changes in the thyroid 
and other organs are symptomatic. The author is 
inclined to believe that the theory of hypersecretion 
is too simple and too narrow to explain the observed 
facts, and that in exophthalmic goiter the disturb- 
ance of the thyroid is insufficiency, its reaction com- 
pensatory, and its significance symptomatic. 
W. H. Buatic. 


Klose, H.: Progress in the Surgical Treatment of 
Basedow’s Disease (Wandlungen und Fortschritte 
in der chirurgischen Behandlung der Basedowschen 
Krankheit). Berl. klin. Wchuschr., 1914, li, to. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Rehn’s discovery that the best results were obtained 
in Basedow’s disease by reducing the size of the 
diseased thyroid as much as possible furnished the 
basis of the previous operative treatment. Thymus 
hypertrophy is the cause of death in 82 per cent of 
the fatal cases. Klose believes that the thymus 
is always involved in Basedow’s disease, and that 
it is a disease of the whole branchial system. 

One group of Basedow cases is thyroidal in origin, 
and there is only a quantitative involvement of the 
thymus, which disappears spontaneously after 
reduction of the thyroid. 

In a second group the thyroid and thymus are 
involved equally and specifically. The thymus 


SURGERY OF 


CHEST WALL AND BREAST 


Caldwell, R.: _Cancer of the Breast. South Pract., 


IQI4, XXXVl, 387. By Surg 


g., Gynec. & Obst. 

In a review of the literature the author brings 
forth in an adequate way the necessity of early 
surgical intervention in tumors of the breast. The 
census of the United States shows that cancer in 
general is on the increase. The only known way to 
cure cancer is early radical excision. This early 
surgical intervention can only be brought about in 
two ways: (1) by educating the practitioner to have 
all cases of tumor of the breast thoroughly investi- 
gated, and (2) by educating the public to report to 
the doctor at once after discovering a breast tumor. 

The author quotes statistics to show that the 
average time from the discovery of the lump by the 
patient to the time of operation is a little more than 
a year; while the average time from the time the 
physician’s attention is called to it to the time of 
operation is found to be eight months. He quotes 
Mayo to the effect that if more inoperable cases of 
cancer of the breast were refused operation, it would 
materially influence the public opinion in regard to 
ill-advised delay in such matters. The further reali- 
zation by the family practitioners of the importance 
of the immediate investigation of all breast tumors 
and the improved statistics when such tumors are 
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changes are similar in nature to those in the thyroid, 
and may briefly be designated as ‘‘epithelization.” 
The injury is due to a chemical toxin, and is especial- 
ly severe when this virus is disseminated through 
the neighboring tissues by the operation on the 
thyroid. Often there is an infiltration of the thyroid 
with thymus elements. 

A third and more unusual group are the thymus 
cases. This form, in which the thyroid is only 
quantitatively involved, is generally found in young 
individuals, together with diffuse colloid goiter. 

The essential point in treatment is to avoid 
thymus death by removing the toxic focus in the 
thymus; the combined operation is indicated. The 
diagnosis of thymus disease must be made before 
operation. It is indicated especially by symptoms 
of bulbar and articular myasthenia. Not much is 
to be gained by demonstrating increased sym- 
pathicotonic or vagotonic symptoms. Klose thinks 
the absolute increase in lymphocytes is important, 
as it indicates hyperfunction of the thymus. 

In every severe case of Basedow’s disease the 
thymus should be operated upon. In the severest 
cases there is only slight post-operative reaction. 
Partial local excision of the thymus is made under 
local anesthesia, and should be intracapsular on 
account of the danger of haemorrhage. Klose 
reports 200 cases operated upon at the Rehn clinic 
—no deaths resulting. Hotz. 
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treated early, will lead them to place greater em- 
phasis on their instructions to have the neoplasm 
immediately attended to. Bloodgood says that two 
out of every three tumors of the breast in women 
over 25 years of age are malignant. In cases where 
the tumors are malignant on microscopical examina- 
tion, whereas they were apparently benign from 
the clinical symptoms, the percentage of cure is 100 
in adenoma carcinoma of the breast; whereas, if 
the tumor is clinically malignant, the percentage is 
85. The time to absolutely prevent cancer is to 
cure the trouble while it is in the pre-cancer stage. 
Hence by the removal of all tumors, benign neo- 
plasms will be prevented from becoming malignant. 
Under the existing conditions, one out of five cases 
of cancer of the breast is saved; of those operated 
on two out of five are saved. Harry G. SLoan. 


Oudard: Treatment of Fractures of the Clavicle 
by Couteaud’s Position (Traitement des fractures 
de la clavicule par la position de Couteaud). Ca- 
ducée, 1914, Xiv, IT9. 

By Zentralbl). f. d. ges. Chir. u. i. Grenzgeb. 
Previous methods of treatment have not attained 
ideal results. Oudard obtains excellent results with 

Couteaud’s method in all recent fractures and in 

numerous older ones, especially if the fracture is in 

the classical location. The method is as foilows: 
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1. The patient is first placed in the horizontal 
position so that the arm on the injured side hangs 
down perpendicularly from the bed without any 
support. The shoulder projects over the edge of the 
bed and rests on acushion. The head and neck are 
bent toward the injured side so as to relieve tension 
on the muscles. The body can be fixed in counter- 
extension. In this position within two hours an 
almost ideal reposition of the fragments takes place 
spontaneously. If there is great pain a few cubic 
centimeters of cocaine or stovaine can be injected at 
the site of fracture. 

2. Inthe second position the forearm is bent at a 
right angle and laid on cushions, the necessary ex- 
tension for maintaining the reposition being fur- 
nished by the overhanging upper arm. This posi- 
tion is maintained for 10 to 12 days. 

3. For patients who cannot endure the second 
position on account of its long duration, the physician 
can add a third position in which the arm is brought 
into the direction of the long axis of the body. Care 
must be taken, however, that there is no motion at 
the site of the fracture. In older fractures, if the 
callus is still soft, the angular position can at least 
be overcome, and the greater part of the shortening. 

Complete recovery with normal motion is attained 
within 3 or 4 weeks. Asa general rule, there should 
be no massage of the site of the fracture. The very 
slight callus disappears soon and the result is so good 
that a little later the site of the fracture cannot be 
distinguished. GRUNE. 


Sauerbruch: Surgical Treatment of Pulmonary 
Tuberculosis by Extrapleural Filling (Zur 
chirurgischen Behandlung der Lungentuberkulose 
mit extrapleuraler Plombierung). Beitr. 2. klin. 
Chir., 1914, XC, 247. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Pneumolysis and extrapleural filling can, at 
present, be discussed only with reference to the possi- 


bilities of their development. Pneumolysis and 
filling should be considered in cases of tuberculosis 
with marked induration and extensive obliteration 
of the pleura. Filling, as heretofore used, cannot 
take the place of thoracoplasty. It affects only a 
limited area of the diseased lung, like a partial 
thoracoplasty; therefore exclusion and rest of the 
whole lung are not attained. Large fillings which 
would exclude the whole lung tend to produce 
exudate, may involve difficulties in the loosening of 
the pleura, and may become dangerous by displac- 
ing the mediastinum. ‘Total filling can be used 
only when there is a fixed mediastinum. Partial 
filling may be very advantageous when, after exten- 
sive plastic operations, cavities with fixed walls do 
not collapse sufficiently. 

The chief field of partial filling is in the local com- 
pression of cavities that have remained after plastic 
operations. Sauerbruch uses paraffin with a melting 
point of 50° C., or Bar’s paste. The paraffin in a 
semi-solid condition is introduced cautiously through 
the mouth. HELLER. 


Regaud, C., and Crémieu, R.: Experimental Basis 
of Réntgen Treatment of Hypertrophy of the 
Thymus (Die experimentellen Grundlagen der 
réntgentherapeutischen Behandlung der Thymus- 
hypertrophie). Strahlentherap., 1914, iv, 708. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


According to previous workers, Heineke, Rudberg, 
Aubertin-Bordet, Pigache, and Béclére, the réntgen 
rays have an intense effect on the thymus, which 
manifests itself in a degeneration, especially of the 
lymphocytes, which may be followed by regeneration. 

Regaud and Crémieu have tested these results in 
young cats, using modern radiological technique. 
After the application of a dose of 14 H. a reduction 
of the thymus was demonstrable on the second day; 
on the fifth day the reduction was 80 per cent and 
by the fourteenth day over 90 per cent. This reduc- 
tion is due to a necrobiosis and absorption of the 
thymus lymph-nodes. The cells of the connective 
tissue are said to be transformed into Hassal’s bodies. 
The regeneration begins about the fifteenth day in 
the lymphocytes that have remained intact and 
finally leads by karyokinesis to complete restitutio 
ad integrum. ‘The thymus could be completely de- 
stroyed by one irradiation of 50 H. The general 
condition and the skin were not injured by the treat- 
ment. From their experiments these two authors 
recommend réntgen irradiation as the method of 
choice in the thymus hypertrophy of children, on 
the hypothesis that the histological structure of the 
hyperplastic thymus differs in no respect from that 
of the normal thymus. Eight cases were cured after 
6 to 8 irradiations. 

The treatment of a case of thymus hyperplasia 
with attacks of stenosis consisted of dosage tint III 
Bordier, with aluminum filter 3 to 4 mm. thick and 
35 to 45 minutes’ irradiation. After about twenty 
days this was repeated with tint I Bordier, and a 
focal distance of 30cm. In chronic cases of stenosis, 
tint O Bordier is used every 8 days, 4or 5times. The 
regression of the thymus is always controlled radio- 
logically. KLosE. 


TRACHEA AND LUNGS 


Schumacher, E. D., and Jehn, W.: Experimental 
Study of the Cause of Death in Pulmonary 
Embolism (Experimentelle Untersuchungen iiber 
die Ursache des Todes durch Lungenembolie). 
Zischr. f. d. ges. exp. Med., 1914, iii, 340. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
From clinical observations at the Ziirich clinic the 
author concludes that there are three causes of death 
in cases of pulmonary embolism. In the first class 
of cases death occurs almost at the moment of the 
embolism. This is not explained by the mechanical 
occlusion of the pulmonary vessel, but the death is 
due to shock; generally it is caused by relatively 
small emboli. In the cases where a large embolus 
suddenly cuts off the lumen of the pulmonary or one 
of its chief branches, the lesser circulation is inter- 
rupted in a short time, and death occurs after a few 
minutes, due to asphyxia. 
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In the third class of cases death occurs after a long- 
er time. In these cases the patient dies with symp- 
toms of progressive heart failure. Attempts were 
made to confirm these conclusions experimentally, 
clinically, and from pathological anatomy. The 
experiments were made on dogs. In the first group 
the dogs survived the shock. Because of the extreme 
degree of stasis a large hematoma developed in the 
neck. The animals were short-winded. Autopsy a 
few days later showed marked displacement of the 
pulmonary and its branches. In spite of this a nor- 
mal heart could overcome this resistance success- 
fully for a considerable time. 

The second group included the acute cases ot 
death. The rapid fall of pressure in the arterial 
system, and its rapid rise in the venous, is typical of 
these rapidly fatal cases of embolism. On autopsy 
there is a contracted almost empty left ventricle, 
and a right heart filled to the maximum. Micro- 
scopically, no changes could be found in the heart. 
The overdistention of the right heart is responsible 
for death in certain cases, for sometimes when it is 
unburdened strong pulsations begin again. 

In the third group all the late cases of death are 
collected. Hemorrhage in the heart is the charac- 
teristic finding. The chief cause of death is heart 
failure. Death from shock could not be demon- 
strated experimentally; the other two forms could. 

NAEGELI. 


HEART AND VASCULAR SYSTEM 


Linzenmeier, G.: Closure of the Ductus Arteri- 
osus Botalli after the Birth of the Child (Der 
Verschluss des Ductus arteriosus Botalli nach der 
Geburt des Kindes). Zischr. f. Geburtsh. u. Gynék., 
1914, Ixxvi, 217. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After the different theories as to the closure of the 
ductus arteriosus are discussed, some experiments on 
children’s cadavers are reported. Paraffin molds 
of the right carotid are used to represent the lumen 
of the ductus arteriosus. 

The author comes to the conclusion that none of 
the theories thus far advanced as to the closure of the 
duct is by itself sufficient to explain the sudden 
shutting off of the duct after birth. He thinks the 
chief factor in the closure of the duct immediately 
after birth is the kinking of the duct from torsion, as 
a result of the change in the position of the heart 
which follows the expansion of the lung after the 
first respiration. The conditions for this torsion and 
kinking are especially favorable because of the loose 
embedding of the duct in the surrounding connective 
tissue and the loose structure of the wall of the duct. 
The kinking is increased by traction from the peri- 
cardium, the fold of which is fixed at the point where 
the duct is twisted. It is further increased by the 
spiral muscle bundles of the duct, and there is also a 
narrowing of the lumen from the contracting mus- 
cle projecting inward in a roll-like fashion. A further 
important factor is the traction on the duct of the 


branches of the pulmonary; when the lung expands 
they cause a marked curvature backward of the 
bifurcated end of the pulmonary artery and the 
point of insertion of the duct. Hotste. 


PHARYNX AND CSOPHAGUS 


Hacker, von: Restoration of the Hsophagus, by an 
Antethoracic Tube of Skin and Large Intestine. 
(Ersatz der Speiseréhre durch antethorakale Haut- 
Dickdarmschlauchbildung. Deutsche Gesellsch. f. 
Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Cases have previously been published of ante- 
thoracic plastic operation on the oesophagus with 
perfect functional results: by Herzen with the use 
of jejunum, by Lexer, Frangenheim, and Heyrovsky 
with skin and jejunum. The author adds a case in 
which skin and colon were used in a 12-year-old 
girl. 

In the author’s case according to Vulliet’s method, 
the spleen end of the transverse colon was drawn 
out of the abdominal cavity and fixed under the skin 
in front of the thoracic wall up to three finger- 
breadths below the clavicle, the liver end being im- 
planted into the anterior wall of the stomach. This 
operation was performed June 109, 1913, and re- 
covery was uneventful. At the second operation, 
July 29, 1913, the esophagus. which was still con- 
tained within the thorax and which ended as a blind 
tube above the stricture, was brought out through 
a neck wound and also fixed subcutaneously in 
front of the thorax near the opening of the intestine. 
As a piece of it had to be removed the neck oesopha- 
gus was finally opened axially just above the left 
sternoclavicular articulation, about 5 cm. from the 
intestinal osophagus. 

At the third operation, Oct. 25, 1913, the interval 
of 5 cm. was filled in with a tube of skin. It healed 
by first intention except for a small fistula that later 
healed spontaneously, so that after five months the 
entire plastic operation was finished. A blind pouch 
was formed at the point of opening into the stomach 
and it was feared that a peptic ulcer would develop; 
so, after resection of a piece of intestine to cm. long, 
it was implanted into the lesser curvature. Un- 
eventful healing followed. Since the end of Decem- 
ber, 1913, the child has been able to take all kinds of 
food through the mouth, so that the stomach fistula 
was closed. 

The author discusses various points in regard to 
the case. He calls attention to the excellent condi- 
tion of the vessels and the good motility of the seg 
ment of colon and the possibility of quickly complet- 
ing the whole plastic operation in from 5 to 6 months; 
and in the future this can be still further shortened, 
as the intestinal oesophagus can be implanted at first 
into the lesser curvature of the stomach. Points 
to be noted are that the food was retained for a con- 
siderable time in the new-formed oesophagus before 
being passed into the stomach, and that intestinal 
movements were preserved in the transplanted in- 
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testine for a Jong time—ten and one-half months—in 
contrast with the results in the previously reported 
cases. The case must be observed longer, and 
further cases operated upon with comparison of the 
results and those of other methods before a decisive 
opinion can be formed as to the value of using the 
transverse colon in such plastic operations. 

BLAUvEL, of Ulm, presented two patients in whom 
he had performed a total plastic operation on the 
oesophagus by the use of a tube of small intestine 
and skin by Wullstein-Roux-Lexer’s method. Both 
patients, boys of 11 and 17, have been taking all 
their food through the new cesophagus for three 
months. Blauel prefers his technique to Hacker’s, 
which utilizes the large intestine, and also to those 
methods which utilize the wall of the stomach to 
form a part of the new oesophagus. 

HEssE, of Petersburg, has formed an artificial 
antethoracic oesophagus from the greater curvature 
of the stomach in 4 cases. One case died of pneu- 
monia, in one case the stomach became gangrenous, 
and in one the new-formed cesophagus was too short. 
In the fourth case it functioned very well for some 
months until the patient met with an accident. The 
operation is not difficult technically. Its advantage 
lies in the excellent nutrition of the greater curva- 
ture. KATZENSTEIN. 


Répke: Operation for @sophagospasm (Zur Opera- 
tion des (sophagospasmus). Deutsche Gesellsch. 

f. Chir., 1914. 

7 By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
In most cases spasm of the cardia or cesophagus 
and dilatation of the oesophagus are of nervous origin. 
The diagnosis must be made by réntgen examination 
and cesophagoscopy. Répke discusses the methods 
hitherto used; i.e., dilatation, gastrostomy with 
dilatation, and operations on the cardia or the 
cesophagus itself. Operation must be resorted to 


when accompanying cesophagitis, ulceration of the 
oesophagus, bad condition of the patient, or marked 
lengthening and coiling of the cesophagus above the 
contracted place, make dilatation too dangerous or 
too severe on account of the length of time required. 

In a 34-year-old patient Répke performed a very 
simple operation successfully. The patient had 
typhoid fever an? for 13 years thereafter had ex- 
perienced gradua’ y increasing difficulty in swallow- 
ing, a feeling of pressure in the thorax after eating, 
and hindrance to the passage of food. At last only 
thin, fluid foods could be taken and even these were 
sometimes vomited. An emptying of the oesophagus 
on the day after the last meal brought up 750 ccm. 
of matter. The operation consisted of laying bare 
the peritoneum at the entrance of the csophagus 
into the abdominal cavity. After being split, the 
lower segment of the oesophagus, about 8 to 10 cm. 
long and not so thick as the little finger, was drawn 
down into the abdominal cavity. Above this the 
cesophagus was flaccid and dilated in saccular form. 
The pericesophageal and pericardial tissues were 
loosened with forceps entirely around the cesophagus 
and as far up as the dilatation. Food was given at 
first through a large oesophageal sound. Since the 
operation the patient can eat anything; vomiting 
and other symptoms observed before the operation 
have entirely disappeared. He thinks the result was 
due to the rough handling of the cesophagus and the 
separation of the periesophageal and _ pericardial 
tissues, by which nervous elements were certainly 
destroyed, and to the splitting of the musculature of 
the diaphragm which offered a hindrance to the nar- 
row hiatus of the oesophagus. 

HELLER, of Leipzig, demonstrated a patient in 
whom he had split the musculature for cesophago- 
spasm. But he was obliged to split it on both sides 
before attaining success. The operation was demon- 
strated by pictures. KATZENSTEIN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Hanan, J. T.: Acute Myalgia of the Abdominal 
Muscles; Condition to be Differentiated from 
Surgical Lesions. Am. J. Surg., 1914, xxviii, 355. 

By Surg., Gynec. & Obst. 


In reviewing the literature for the past eight years 
Hanan was able to find only three articles upon this 
subject, from which he concludes that the condition 
is undiagnosed or mistaken for some intra-abdominal 
lesion. 

In myalgia of both abdominal muscles and other 
groups of muscles, the author has found a leukocy- 
tosis to be present ranging from 10,000 to 16,400, 
with an increase of the polynuclear cells to as much 
as 85 per cent. The pulse and temperature may 
also rise, varying with the degree of irritation. 

The condition seems to be coincident with spring 


and fall seasons and usually follows quickly after 
exposure to cold and wet. A sharp tap on the body 
of the muscle or its tendinous attachments excites 
pain at once, while gradual deep pressure only 
causes discomfort. An abdominal lesion gives more 
pain on deep pressure. Rectus pain may also be 
elicited by picking the belly of the muscle up be- 
tween the thumb and fingers. 

The author cites 6 cases of acute abdominal pain 
—3 showing considerable leukocytosis. Two cases 
followed exposure, one was associated with in- 
fluenza, one was a case of autotoxemia, and one 
case, from which a normal appendix was removed, 
showed malaria plasmodia in the blood. The ab- 
dominal pain in the last case disappeared upon 
administration of quinine. The author found 
salicylates efficacious in most of the cases. 

EUGENE CARY. 
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Tirumurti, T. S.: Lymphangio-Endotheliomatous 
Growths of the Peritoneum. An. Surg., Phila., 
1914, lx, 356. By Surg., Gynec. & Obst. 

The author reports a case occurring in a male 60 
years of age, who complained of fulness in the ab- 
domen for six weeks. The swelling started in the 
left iliac region. The patient was gradually losing 
flesh and strength and was vomiting a greenish- 
yellow liquid. On palpation an indistinct tumor was 
felt in the lower part of the abdominal cavity ex- 
tending into both iliac regions, its upper being about 
two finger breadths above the umbilicus. It hada 
soft, crumbling, doughy feeling, was dull on percus- 
sion, and was separated from the liver dullness by an 
area of resonance. An exploratory laparotomy was 
performed and the intestines were found thickened 
and matted together. The small intestines were 
drawn back to the posterior abdominal wall owing 
to the thickening and contraction of the mesentery. 
As the disease was extensive, the abdominal wall was 
closed. The patient died the day after operation. 

At post-mortem the peritoneum, both visceral 
and parietal, but especially the latter, was found 
covered with numerous firm, raised, yellowish-gray 
plaques and nodules. Over the cacum and ascend- 
ing and descending transverse colons there were 
numerous firm, yellowish nodules, like peas and 
beans. The peritoneal cavity contained about a 
pint of blue stained fluid. The mesentery glands 
were not enlarged. There was no omentum to be 
seen. A few small, yellowish, raised deposits, re- 
sembling tubercles, were seen on the surface of the 
spleen; otherwise the intestinal organs were normal. 

Microscopic examination of the nodules showed a 
general condition of fibrosis. In places the fibrous 
tissue was hyaline. The fibrous tissue was invaded 
by fibrosis, and small loculi containing cells, oval in 
shape and having a large proportion of protoplasm, 
were seen. Some cells contained four nuclei. In 
places the section had the appearance of a scirrhous 
carcinoma. No giant-cells, caseating areas, or giant- 
cell systems were found. The nodules in the capsule 
of the spleen consisted of hyalin fibrous tissue, which 
was arranged in a whirl, the center being necrotic. 

The author thinks the condition was probably one 
of a diffuse lymphangio-endotheliomatous prolifera- 
tion of the peritoneum, causing a chronic prolifera- 
tive and productive inflammation of the peritoneum. 

EpwaArp L. CorRNELL. 


Curtis, H.: The Most Efficient Method of Drainage 
in Septic Peritonitis, and Its Prevention in 
Immediate Suture of Perforated Gastric and 
Duodenal Ulcers, etc. Clin. J., 1914, xliii, 551. 

By Surg., Gynec. & Obst. 


The author defines two principles of efficient 
drainage for the prevention and treatment of septic 
peritonitis: 

1. Arranging for the escape of the irritating 
fluid at the lowest point to which it tends to descend. 

2. Routine bilateral subphrenic drainage. 

Under the first heading a rubber tube is inserted 


SURGERY — SURGERY OF 


THE ABDOMEN 

in the cul-de-sac of Douglas in married women and 
in the rectum in men and unmarried women. The 
author has made a slight modification in Bidwell’s 
method of introducing the rectal tube. He has de- 
vised an instrument called a drainage tube intro- 
ducer. This introducer has the shape of a well- 
known form of periosteal elevator, with a blunt point 
at one end, which is slightly curved for perforation 
of the bowel or cul-de-sac. The other end is bulbous, 
with a depression between the bulb and the stem. A 
good-sized drainage tube, corresponding in diameter 
to the cylindrical shank of the instrument, is fitted 
over the bulbous end, which has a thread on it to 
prevent the tube slipping off. The free edge of the 
tubing lies in the depression just beyond the bulb, 
so that no obstruction or resistance is perceived in 
introducing the instrument through any structure. 

The author’s technique is as follows: One hand 
of the operator being double-gloved, the blunt point 
of the curved end of the instrument, with its con- 
cavity directed forward, is carefully introduced 
through the laparotomy wound behind the bladder, 
and, in the case of the rectal as compared with the 
vaginal drainage, the blunt point is made to project 
through the anterior rectal wall at a point just 
above the prostate in men until it can be felt with 
the tip of the index-finger of the other hand. Witha 
sharp movement the blunt point of the instrument 
is forced through the anterior rectal wall on to the 
counter-pressing finger. The instrument is drawn 
through with its attached tube. The inner end of 
the tube is brought to lie just below the sacral pro- 
montory; the outer end is stitched to the perineum, 
following Bidwell’s scheme. 

The difficulty in Bidwell’s method of subphrenic 
drainage lies in keeping the inner end of even a stout 
rubber tube in the space desired, and its invariable 
tendency to kink where it passes through the ab- 
dominal wall. To obviate this the author uses a 
solid pewter bougie of narrow bore. In addition to 
the pewter rod a gauze wick may also be inserted 
at the time of operation. These tubes are inserted 
through the loin and placed between the liver and 
the diaphragm and between the spleen and the 
diaphragm. 

After all the drains have been placed, the abdomi- 
nal cavity is thoroughly flushed out with normal 
salt solution, using plenty of it. The coils of the 
intestines are gently but thoroughly overhauled to 
facilitate the escape of accumulations of irritant 
material. Should adhesions be evident between the 
coils, they are gently separated. 

Epwarp L. CorNELL. 


Speed, K.: Observations of Inguinal Lipomata 
Based on One Hundred Fifty-Four Herniot- 
omies. Surg., Gynec. & Obst., 1914, xix, 373. 

By Surg., Gynec. & Obst. 

Attention is called to the masses of fat so frequent- 
ly found in connection with the spermatic cord when 
the inguinal canal is opened in herniotomy, and to 
their mechanism in the cause of hernia primarily and 
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in recurrence after operation. These masses of fat 
bulge forward and increase the cord bulk materially. 
They are divided into two types: (1) those occur- 
ring in direct hernia, which are usually flat, heavy 
masses of fat covering the weak area in the abdomi- 
nal wall, but which may extend down the canal and 
out of the external ring; and (2) those of indirect 
hernia which assume shapes of (a) long pedunculated 
masses slightly lobulated, covered with a more or 
less true peritoneal-like covering which looks like a 
very thin sac, taking their blood supply from above, 
(b) broad bulging masses originating behind the cord 
at the internal ring, and (c) distinct fatty masses in- 
corporated in the tissues of the cord with an attenu- 
ated neck at the internal ring. 

Frequently the lipomata conceal a small sac at the 
upper end and they should be stripped out and well 
freed at the internal ring before removal. It is 
thought best to cut them off after ligating either 
separately or with the sac. In this series of cases 
lipomata were present in over 47 per cent of all cases 
of all ages and weight. 


Hawes, J. B.: Mesenteric Gland Tuberculosis. 
Interst. M. J., 1914, xxi, 1046. 
By Surg., Gynec. & Obst. 

Hawes states that at the Massachusetts General 
Hospital during a period of fourteen years, out of 
thirty-two patients entered on the records as having 
mesenteric gland tuberculosis, only three were 
diagnosed as such prior to operation. 

The cardinal features that lead to this diagnosis 
are: 

1. The disease is one of childhood or early youth. 

2. Signs and symptoms of a systemic infection, 
such as loss of weight and strength, fever, rapid 
pulse, and loss of appetite. 

3. A tuberculous process elsewhere, in the lungs, 
glands, or bones. 

4. Abdominal symptoms, usually subacute or 
chronic, differing from appendicitis as to the site of 
pain, tenderness, etc. 

5. A tumor is commonly located to the right of 
the umbilicus; it is only slightly tender and often 
more or less painful. 

Talbot is quoted as saying that fat is present in 
the stools, but Hawes thinks its absence should not 
outweigh the above evidence. 

The treatment should be hygienic, with the use of 
tuberculin. D. L. Desparb. 


GASTRO-INTESTINAL TRACT 


Palefski, I. O.: The Examination of the Gastro- 
duodenal Tract. IJnierst. M.J., 1914, xxi, 977. 

By Surg., Gynec. & Obst. 

Palefski’s aim is to point out the shortcomings 
of the older methods of gastroduodenal examina- 
tions, and to emphasize the importance of skill and 
precaution in the use of these new instruments, 
which not only facilitate examination but add a 
great deal to our knowledge of gastro-enterology. 


A detailed history and thorough examination will 
oftentimes eliminate the gastro-intestinal tract, but 
all the methods of examination should be resorted 
to. The fluoroscopic screen is relied upon to reveal 
changes in peristaltic activity, and the réntgen 
ray and plate will demonstrate the mechanical 
derangements. He lays great stress upon the 
chemical analysis. Until a few years ago the 
secretory powers of the stomach could be easily 
ascertained by examination after the Ewald test- 
meal. The method recommended by Pavlov, in 
which the right hypochondriac region is massaged, 
after the ingestion of oil, is not always reliable; the 
examination of the stools for enzymes in pancreatic 
derangements also fell into disrepute. Then came 
the inventors of the duodenal tube, Gross and 
Einhorn, and, later, Hess with the duodenal catheter, 
and with these ingenious instruments fresh speci- 
mens could be readily obtained and examined. 

The author has modified the stomach tube and 
has tried to correct all the faults of the old Kussman 
tube. He claims that the disadvantages of the old 
tube are that because of its thickness and firmness 
it is thrown into a curve when introduced into the 
stomach, and therefore does not reach the most 
dependent portion of this organ, and that because 
of the fact that the eye of the tube is above the 
level of the stomach contents thorough evacuation 
can be accomplished; also, that its passage is a 
forcible one and produces gagging, vomiting, and 
trauma. These facts, he claims, have been ably 
proven by Wagner and Dodd, in which they ob- 
served with the fluoroscope the passage of the 
stomach tube. His modified tube he claims to have 
tried in many hundreds of cases in the past three 
years. Its tubing is soft and collapsible, its passage 
through the oral-cesophageal tract is not forcible 
but depends upon the weighted tip, and this there- 
fore minimizes trauma and discomfort to the patient. 
He describes two tubes to take the place of the old 
Kussman tube; one consists of a collapsible pure 
gum red No. 25 French tubing 55 cm. long and 
6x8 mm. in diameter, to the end of which is 
attached, with No. 1 silk thread, a gold-plated lead 
tip weighing 1r4o gr., three-fourths inch long and the 
same diameter as the tube. Thus it is seen that 
the lumen of the tip, neck, and tube are all of the 
same diameter, which makes possible the easy 
passage of the gastric contents. He claims that 
some patients do not swallow the tip easily, and for 
these cases he uses a stylet of double length No. 8 
French catheter; this gives the tube more body and 
can be easily withdrawn when it passes beyond the 
pharynx. Because this technique requires some 
skill he has modified this slightly, in that he uses 
a No. 20 French tube 4 to 6 mm. in diameter, to one 
end of which is attached an aluminum piece which 
has two eyes. From a perforated neck of the 
aluminum piece is suspended (by means of a silk 
thread a one-inch tubing, the thread running 
through the tubing) a 130 gr. gold-plated lead ball. 
about three-eighths inch long and No. 25 French. 
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He claims that this modification enables the patient 
to swallow the tube easily. 

The procedure of introducing the tube is described 
in three stages, as follows: (1) With the patient in a 
recumbent position, head on pillow, mouth open, 
the metallic tip is placed on the dorsum of the tongue 
and the patient instructed to swallow. When this 
is accomplished, the patient is requested to assume 
an erect position. (2) The patient is instructed to 
breathe deeply and is cautioned to swallow and not 
to chew the tube. The other end of the tube being 
supported, it is allowed to move slowly down to the 
40 cm. mark; this is accomplished by the action of 
gravity. The length of time in which this is ac- 
complished is an important factor and greatly 
minimizes the discomfort of the patient. (3) 
When the 30 cm. mark approaches the lip, the 
patient is requested to lie on the right side with the 
right cheek on the pillow and the mouth open. In 
this position the pylorus is in the most dependent 
position and gravity will guard the tube to this end. 
This will be accomplished when from 10 to 15 cm. 
more of the tube pass beyond the lips. The fact 
that the eyes of the tube being in the most dependent 
position insures a complete evacuation of stomach 
contents. 

The advantages of this tube are summed up, and 
the author states that its only contra-indications 
are when rapid work is required or when the co- 
operation of the patient cannot be secured. By 
using this modified stomach-tube there is no re- 
gurgitation, and as the extraction of the gastric 
contents depends upon aspiration, he advocates 


the use of his high and low vacumn glass bulb. 
This tube prevents soiling the bed clothes, lessens 


the preparation, and renders assistance unne- 
cessary in extracting a test-meal, or in gastric 
lavage. 

For performing gastric lavage Palefski has 
devised an ingenious tube in connection with a 
double stopcock piece. Two glass graduated 
irrigation jars containing different solutions are 
connected to the tube and the stomach-tube is 
also connected to the double cock-piece. The fluids 
are then allowed to flow into the stomach-tube, and, 
because of the absence of distress to the patient, 
are allowed to remain in the stomach a long time; 
then the flow is cut off by turning the stopcock and 
the stomach contents are allowed to flow into an- 
other jar by simply opening the lower stopcock. He 
claims that duodenal intubation should be performed 
only by skilled hands, and thinks that each institu- 
tion should have some one assigned to this special 
work. Not all patients are suitable for this ex- 
amination, the coéperation of the patient being an 
essential factor; old, young, restless, and unintelligent 
patients make poor subjects. 

There have been many tubes devised for this 
procedure. The requisites for a good tube should 
be that, after its introduction, the ball of the tube, 
by means of gravity, should reach the pylorus, and 
it must be capable of passing through the horse- 
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shoe-shaped duodenum in a short space of time. 
The author describes the merits of the Gross and 
Einhorn tubes as well as his own. After several 
hundred examinations trying balls of different shapes, 
sizes, and weights, he has found that his tube is the 
best for service and speed. It consists of a No. 8 
French pure rubber tube, to one end of which is 
attached a perforated gold-plated ball weighing 
100 gr. The tube is marked off at 40, 50, 60, and 
70 cm. from ball. The procedure of passage is 
practically the same as previously described; it is 
best passed on an empty stomach. and for this 
reason he usually performs this procedure at 9 
A.M. The important points to bear in mind are: 
the tube should not be introduced farther than 35 
cm. before the patient places himself on the right 
side for fear of its becoming kinked and doubled. 
The gastric contents should be aspirated immediate- 
ly aiter introducing the tube to ascertain whether 
the tube has reached the pylorus. He does not 
agree with Rehfuss that the ball should be slotted 
instead of perforated. 

In order to examine gastric and duodenal con- 
tents simultaneously, the author has devised a non- 
communicative double-channel tube, one channel 
leading to the duodenum and one to the stomach. 
The gastric end of each tube is attached to and 
communicates with a double-bored aluminum piece 
weighing 5 gr., so when the duodenal picce finds its 
way into the duodenum, in from 1 to 2 hours the 
aluminum piece is brought to the pylorus, and thus 
by way of the double-channel tube, both con- 
tents are apsirated simultaneously. In order to 
ascertain whether the tube is in the duodenum, the 
author provides for the examination of the aspirated 
fluid, inflation, and osculation. The advantages 
of the examination of the duodenum are: the func- 
tional activity of pancreas is ascertained, the 
lesions in the gastro-duodenal tract are localized, 
the progress of the tube from the pylorus to the 
jejunum and its contents, the alimentation of the 
duodenum, local treatment, and the suction of 
the common bile duct when not obstructed by 
stones. 

The author has devised a method of visualization 
of the course and shape of the duodenum in con- 
nection with the réntgen rays. This is accom- 
plished by injecting through the duodenal tube 
ro ccm. of strained bismuth in milk. The patient 
is then told to drink one glass of milk containing 
1 oz. of bismuth in suspension, to differentiate the 
stomach, and then an exposure is made, with the 
abdomen to the film side of the plate and the patient 
in an erect position. He then shows a number of 
positives showing the normal curves of the stomach 
and the duodenum and others showing the course 
of the duodenum in ulcers, demonstrating the sharp 
angles which would be seen if there were adhesions. 
He closes with a promise to relate further experiences 
on this most interesting subject of visualization 
of the duodenum in various lesions. 

L. B. CRAWFORD. 
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Goldsmith, A. A.: Modern Gastroscopy; with 
Demonstration of the Sussmann Gastroscope. 
Illinois M. J., 1914, Xxvi, 169. 

By Surg., Gynec. & Obst. 

The author touches briefly on the development of 
gastroscopy and gives a description of the Sussman 
gastroscope. 

Kussmal, in 1868, was the first to examine the stom- 
ach endoscopically. He used the direct-vision in- 
strument. Up to the present date the method has 
swung from direct to indirect-vision instruments, 
and back again. 

A description is given of the Sussmann gastroscope, 
which is of the indirect-vision type. Its chief 
advantage is its flexibility on introduction. 

In regard to its introduction in difficult cases, 
the author recommends first passing the flexible 
part in a sitting posture and then making the in- 
spection with the patient in the right lateral decubi- 
tus. Sussmann, however, is quoted as recommending 
the right lateral position throughout, but with the 
head well dropped down. 

The author feels there is no great danger attend- 
ing this procedure and states that the only discom- 
fort felt is a slight rawness in the lower pharynx for 
a day or two following its use. 

Puiturs M. CHASE. 


Pirie, A. H.: Indications Afforded by X-Rays, for 
and Against Operations on the Stomach, and 
the Results Obtained from Such Operations. 
Am. J. Réntgenol., 1914, i, 337- 

By Surg., Gynec. & Obst. 

Surgery of the stomach has passed through three 
stages and is now entering on a fourth. The first 
stage was that in which the abdomen was not 
opened and the patient died. In the second stage 
the abdomen was opened to find out what was 
wrong, and frequently it was found that nothing 
could be done to cure the trouble. In the third 
stage often an exact diagnosis may be had by the use 
of the X-rays, and the fourth stage, for which we are 
striving, will be reached when the surgeon can 
determine by the X-rays and other aids what the 
lesion is, so that by “‘rule of thumb” he will know 
at once whether or not to operate. 

Pirie has seen the following operative conditions 
diagnosed by the X-rays: Chronic gastric ulcer, 
hour-glass stomach, carcinoma, pyloric stenosis 
(caused by duodenal ulcer or carcinoma), gastrop- 
tosis, acute gastric ulcer, tumors pressing on and 
distorting the stomach, stenosis of the cardiac 
opening, adhesions, foreign bodies in the stomach, 
and normal stomachs. He cites a number of cases 
illustrative of these conditions. 

Regarding pyloric obstruction he states that when 
barium remains more than six hours in the stomach 
it is usually due to such obstruction, provided the 
patient does not eat or drink for six hours after the 
barium meal. As an exception he mentions the case 
of an eight-hour residue in a girl whose stomach was 
found normal at operation. The residue was at- 


tributed to the fact that the girl was neurasthenic 
and the excitement attending the examination 
probably delayed the normal action of the stomach. 

Gastroptosis is frequently shown by the X-rays. 
It is usually accompanied by poor health and a 
neurasthenic condition. In one such case which 
the author saw operated upon, the stomach was 
raised two inches, but the patient remained a 
neurasthenic after operation. 

Pirie thinks the stomach should be empty all 
night and three times each day and that it requires 
these periods of rest. Thus the X-rays may aid 
in recommending dietetic and medical treatment in 
cases, for example, where they show a patient’s 
stomach half full four hours after a meal. 

ALBERT MILLER. 


Tuohy, E. L.: Luetic Contractures of the Stomach. 
Interst. M. J., 1914, xxi, 1036. 
By Surg., Gynec. & Obst. 


Tuohy reports two cases of hour-glass stomach, 
with positive Wassermann reactions and improve- 
ment under antispecific treatment. 

He reviews the literature and regards the evidence 
as: jnconclusive in attributing the immediate cause 
to syphilis. 

With a positive serum test and the visualized 
evidence of the réntgenogram, the patient should 
be given the benefit of the doubt and receive anti- 
specific treatment. 

He agrees that on practical ground it must be 
admitted that syphilis does involve the stomach, 
that the gummaitous and ulcerating tissue can cause 
scarring and shrinking, and that hour-glass stomach 
might theoretically occur; but he points out that 
antispecific treatment will only change tissues in 
their plastic cellular state or stage of necrosis and 
destruction. 

If it could be positively stated that antispecific 
treatment thoroughly overcame the cicatrization, 
this would seem to be the most positive proof of 
their specific nature. 

Prolonged and more intensive study may prove 
the specific nature of these lesions or a certain per- 
centage of them. D. L. DEspaRD. 


Verbrycke, Jr., J. R.: Chronic Perforation of Peptic 
Ulcer. Surg., Gynec. & Obst., 1914, xix, 370. 
By Surg., Gynec. & Obst. 


Verbrycke reports 4 cases of chronic perforation, 
2 being of the occult type, sealed up by perigastric 
adhesions, and 2 being large perforations. Of the 
latter, one had perforated two months before into 
the gastrohepatic omentum and the other had per- 
forated three weeks before with the formation of an 
abscess cavity between the duodenum, pylorus, 
gall-bladder, and liver. 

Three were operated upon, while the fourth, a 
pin-hole perforation, received medical treatment. 
All four patients recovered. 

Diagnosis was correctly made in 3 cases, while in 
the fourth the perforation was discovered at opera- 
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tion for ulcer with hour-glass contraction and ob- 
struction. The radiograph was of considerable 
assistance in the diagnosis. 

Verbrycke concludes that this result of ulcer must 
be more common than has been supposed. 


Archibald, E.: Method of Treating Adherent 
Perforating Ulcer of the Posterior Wall and 
Lesser Curvature of the Stomach. Ann. Surg., 
Phila., 1914, lx, 336. By Surg., Gynec. & Obst. 


The author reports a case of perforated gastric 
ulcer occurring in a woman 44 years of age. At 
operation a large indurated mass was found on the 
posterior wall of the stomach. Its upper limit in- 
volved the lesser curvature. It was situated 7 cm. 
from the diaphragm on the lesser curvature and 9 
cm. from the pylorus. As it was densely adherent to 
the pancreas, it was impossible to do a posterior 
gastro-enterostomy. Resection of the ulcer was not 
justifiable, owing to the poor resistance of the pa- 
tient, hence it was deemed advisable to exclude the 
ulcer by means of a fascial ligature. 

A fascial strip taken from the anterior sheath of 
the rectus was passed by means of a long-curved 
forceps through a slit in the great omentum close 
to the greater curvature behind the stomach and out 
through an opening in the lesser omentum close to 
the lesser curvature, about 1 cm. above the upper 
limit of the inflammatory mass. On tightening the 
ligature, the stomach was found to be tied off about 
its middle, forming an artificial hour-glass stomach. 
An anterior gastro-enterostomy was performed in the 
cardiac half of the stomach at a point on the jejunum 
about twelve inches from the duodenojejunal junc- 
ture. The stoma was about two inches above the 
greater curvature and about a third of the way from 
the greater to the lesser curvature. The abdomen 
was closed without drainage. 

The patient improved for about three weeks, when 
she again complained of abdominal discomfort. 
Three weeks later blood was discovered in the vomi- 
tus and the stools were tarry. A week later the 
abdomen was opened again and extensive adhesions 
found between the stomach and jejunal loop, to- 
gether with the gastrocolic and gastrohepatic omen- 
ta to the anterior abdominal wall. After these were 
separated, the anastomosis was found to be patent 
and the band of fascia was apparently holding, but 
it was impossible to tell whether or not the ulcer 
had burrowed its way into the proximal part of the 
stomach. A second gastro-enterostomy, done near 
the greater curvature, failed to relieve pain or vomit- 
ing and the patient’s condition steadily became 
worse and she died two weeks later. At the post- 
mortem examination there was no evidence of peri- 
tonitis nor was there any fluid in the abdomen. The 
ulcer was of large size, almost round, had very 
thickened walls, and over its floor coursed a large 
vessel in which was found an opening large enough 
to admit a small probe. The fascia ligature had 
yielded to the extent of admitting the tips of the 
three fingers in the opening joining the cardiac with 


the pyloric portions. The ulcer measured 5 cm. in 
both diameters and its bed was formed by the sur- 
face of the pancreas. 

Although the method, in the instance cited, failed 
to save the patient, the author thinks that the 
method itself was not to blame. The presence of 
the bleeding ulcer and the giving way of the fascial 
ligature combined to defeat the ultimate effect, but 
the immediate result of the operation and the 
improvement for the first three weeks were decided- 
ly encouraging. It seems justifiable to propose ihe 
operation for all such ulcers of the posterior wall 
and lesser curvature which are mechanically diffi- 
cult to excise and in cases in which excision seems 
at all risky. Particularly is this the case when the 
ulcer is a perforating one, when there is much in- 
flammatory tissue around it, when the patient is 
much reduced from hemorrhages and chronic 
starvation, and when the ulcer is situated somewhat 
inaccessibly under the left floating rib. 

Epwarp L. Cornett. 


Friedman, J. C., and Hamburger, W. W.: The Réle 
of the Pylorus in the Etiology and Treatment 

of Gastric Ulcer. IJilinois M. J., 1914, xxvi, 166. 

By Surg., Gynec. & Obst. 

The authors discuss the part played by the pylorus 
in chronic gastric ulcer cases, and give some sug- 
gestions for treatment. , 

Acute ulcers are usually multiple, and are found in 
any part of the stomach. They heal easily, and are 
probably due to infective processes in other parts of 
the body, as cholecystitis and appendicitis. 

Chronic ulcers occur singly most frequently, are 
situated in the pyloric region, and do not heal readi- 
ly. Their chief cause, so the authors believe, is 
pylorospasm, induced by irritation of the ulcer base. 
This gives rise to retention of stomach contents, 
hyperacidity, and increased peristalsis, which is 
most marked in the pyloric region. An acute ulcer 
in this region becomes either a callous chronic one 
due to continued irritation, or a spreading ulcer due 
to hyperacidity and self-digestion. 

The late pains of Moynihan, considered diagnostic 
of duodenal ulcer, and called by the French “the 
pyloric syndrome,” are caused, according to Hertz, 
by the increased peristalsis and pylorospasm, and a 
consequent rise of intragastric pressure; following 
which, any ulcer of the stomach, if sufficiently irri- 
tated, may cause these pains. 

A second class of pains are the early-pains, due to 
adhesions of the pyloric region. 

An outline of treatment is given, consisting of the 
various alkalies, milk and cream diet, atropine in 
small doses, and rest in bed. Silver nitrate in half- 
grain doses and the gastro-intestinal diet of Adolph 
Schmidt, consisting of very finely divided meat and 
vegetables is recommended during the latter part of 
the illness. Systematic stomach lavage is advised in 
cases where there is considerable stasis. 

Surgery is advised in cases showing no improve- 
ment after considerable medical treatment. The 
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authors do not consider simple gastro-enterostomy 
as suflicient, but advise excision of the ulcer or some 
form of pyloric exclusion. 
The article concludes with two discussions bear- 
ing out the above statements. 
Puittipes M. CHASE. 


Carman, R. D.: Some Essential Points in the 
Radiologic Diagnosis of Gastric Cancer and 
Gastric Ulcer. St. Paul M.J., 1914, xvi, 383. 

By Surg., Gynec. & Obst. 

Carman thinks that the tremendous value of the 
X-ray in the diagnosis of lesions of the digestive 
tract is not generally appreciated and notes that, 
in the réntgen laboratory of the Mayo clinic, cancer 
has been diagnosticated in over go per cent of the 
cases, gastric ulcer in over 80 per cent, and duodenal 
ulcer in from 50 to 60 per cent. His technique may 
be defined as the combined fluoroscopic and rént- 
genographic examination with the double opaque 
meal. There is no single, standard, normal, radio- 
logic stomach. The average normal stomach will 
hold 24 fluid ounces of ingesta without discomfort; 
its contour is unbroken save by peristaltic waves and 
certain constant incisure; its walls are flexible; its 
peristalsis is neither excessive nor absent; it is more 
or less mobile between its points of suspension; and 
it will clear itself of its contents within six hours. 

He lists the radiologic signs of gastric carcinoma 
in order of importance as follows: 

1. Filling defects. 

2. Altered pyloric function: (a) gaping of the 
pylorus; and (d) obstruction of the pylorus. 

3. Advanced position of the six-hour meal. 

4. Absence of peristalsis from involved areas of 
the stomach. 

5. Diminished mobility and flexibility. 

6. Diminished size of the stomach. 

7. Antiperistalsis. 

The positive réntgenologic diagnosis of gastric 
ulcer can only be based upon the presence of one 
of two signs: viz., the niche or the accessory pocket. 
Other signs which are corroborative but not diag- 
nostic of themselves are: (1) the incisura, (2) hour- 
glass stomach, (3) residue in the stomach after six 
hours, (4) lessened mobility, (5) localized pressure- 
tender point, (6) delayed opening of the pylorus, (7) 
acute fish-hook form of the stomach with displace- 
ment to the left and down, (8) gastric hypotonus, 
and (9) antiperistalsis. 


George, A. W., and Gerber, I.: The Réntgen 
Diagnosis of Duodenal Ulcer. Surg., Gynec. & 
Obst., 1914, Xix, 395. By Surg., Gynec. & Obst. 

The author gives a comparison of the two methods 
of réntgen study of duodenal ulcer that have 
gradually developed; viz., the direct and indirect 
methods of diagnosis. The direct method generally 
used by European observers is based upon a con- 
sideration of the groups of signs, usually of a func- 
tional nature, which have been found associated 
with organic lesions. As an example of this indirect 


study, the authors review critically a recent paper by 
Carman, who has used this method of diagnosis very 
largely. They come to the conclusion that his 
findings do not warrant dependence upon this meth- 
od as a very positive one in the réntgen diagnosis of 
duodenal ulcer. 

The direct method, of which the writers are ex- 
ponents, disregards the above evidence entirely, 
and merely determines the normal or the pathologi- 
cal condition of the duodenum. This can be done 
only with careful attention to technique. From this 
strict point of view fluoroscopy is very unsatisfactory. 
Repeated plates are much more valuable, especially 
the serial method as first suggested by Cole. They 
must be taken in the prone, standing, and especial- 
ly the lateral, position; and from these plates the 
anatomical condition of the duodenum is determined. 

The writers claim that a normal duodenum can 
always be shown if proper technique and proper 
bismuth mixtures are used. The demonstration of 
a normal duodenum, even on a single plate, rules 
out the presence of indurated or surgical ulcer. 

Duodenal ulcers show a characteristic deformity 
due to connective tissue, with sometimes a stream of 
bismuth entering the actual mucosal defect. 

Of 82 cases operated upon for duodenal ulcer, an 
exact diagnosis of the size and site of the ulcer was 
made in 78 cases. In 3 cases duodenal ulcer was 
reported, but there were minor errors of diagnosis. 
In one case there was a complete failure of diagnosis. 

Of approximately 150 operated cases in which a 
negative réntgen diagnosis was made, in no case 
was a duodenal ulcer found. A duodenal ulcer was 
found in one autopsied case on which the previous 
report had been negative. 

The authors feel that the results of the direct 
method are far superior to those of the indirect 
method, even when the latter is used by the most 
expert operators. They believe that the actual 
demonstration of the lesion itself is the only im- 
portant factor in the réntgen diagnosis of indurated 
duodenal ulcer. 


Wilkie, D. P. D.: Observations on the Pathology and 
Etiology of Duodenal Ulcer. Edinb. M.J., 1914, 
xiii, 196. By Surg., Gynec. & Obst. 

The author bases his report on the study of 490 
post-mortem examinations. He discusses the in- 
cidence, etiology, pathology, and diagnosis of duo- 
denal ulcer. The paper is well summarized in a list 
of conclusions, which are as follows: 

1. Duodenal ulcer is a malady of frequent occur- 
rence and one which often passes unrecognized. 

2. Although asa rule readily diagnosed, a chron- 
ic duodenal ulcer may occasionally exist and give 
rise to none of the characteristic symptoms, some- 
times the first evidence of such a silent ulcer being 
its perforation. 

3. ‘Silent’? duodenal ulcers are met with most 
frequently in the subjects. of arteriosclerosis, and 
are found for the most part on the posterior wall of 
the duodenum. 
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4. Some toxic or irritative factor, usually within 
the abdomen and most frequently associated with 
the colon or appendix, is found in a large proportion 
of cases of chronic duodenal ulcer. 

5. Probably many acute duodenal ulcers are 
primarily follicular ulcers from the breaking down 
of inflamed lymph-follicles. 

6. Whatever may be the primary cause of a 
gastric or duodenal ulcer, spasm of the muscular 
coats of the viscus is an important factor in deter- 
mining its chronicity. 

7. The situation of the opposing ulcers on the 
anterior and posterior walls of the duodenum on the 
boundary zone of the areas supplied by the anterior 
and posterior branches of the supraduodenal artery 
suggests that a common vascular deficiency rather 
than a contact infection accounts for the peculiar 
tendency to chronicity and recurrence. 

8. This vascular deficiency may be due to 
arteriosclerosis, but probably it is usually due to 
spasm of the muscular coats of the duodenum in- 
duced by a slight local anemia consequent to strain 
on the supraduodenal vessels, this muscular spasm 
being favored by the increased vagotonus and the 
irritable condition of the autonomic nervous system 
which exists in such cases. 

g. The sex incidence of duodenal ulcer is to be 
explained on anatomical grounds. The relatively 
high pylorus and short fixed duodenum of the male 
allows of its vascular supporting ligament, the 
hepatoduodenal ligament being exposed to strain, 
which in the female, with her relatively low pylcrus 
and lax duodenum is borne by the left border of the 
gastrohepatic omentum and lesser curvature of the 
stomach. 

10. The fixity of the male duodenum further pre- 
disposes to kinking at the first duodenal angle and 
thus to an unduly long exposure of its first part to 
the acid chyme from the stomach, undiluted by bile 
or pancreatic juice, the regurgitation of which is 
impeded. BARNEY BROOKS. 


Draper, J. W.: Studies in Intestinal Obstructions, 
with a Report of Feeding Heterologous Jejunal 
and Ileac Cells toa Human Being. J. Am. V. 
Ass., 1914, Ixiii, 1079. By Surg , Gynec. & Obst. 

Draper writes of the cause of death in intestinal 
obstruction. He believes the evidence as to the 
origin of the death-producing toxin points to an 
autotoxin from the intestinal epithelial cell, rather 
than to the presence of bacteria. 

Experiments carried out to support the hypothesis 
of water starvation as the cause of death, showed 
the water loss of tissues from starvation, from the 
administration of pilocarpine, and from duodenal 
obstruction, was practically the same, notwith- 
standing the fact that the dogs given pilocarpine 
were killed long before symptoms of disability were 
present. 

Microscopic examination of the intestinal tract 
showed such marked capillary dilatation at its be- 
ginning and end as to make it probable that the 


toxins of intestinal obstruction are eliminated both 
from the stomach and the colon, and this furnishes 
a working hypothesis on which to explain the result 
of feeding to duodenally obstructed animals, epithe- 
lial cells from the ileum and the duodenum of other 
animals; i. e., that in some manner these cells render 
harmless the excreted toxins. 

The average length of life of duodenally obstruct- 
ed animals, fed epithelial cells from the duodenum 
and ileum of other dogs, was almost twice as long 
as the controls which were not fed at all, and also 
of a third set of dogs which were fed on cells from 
other organs — the liver, spleen, kidney, pancreas, 
and muscles. D. L. Desparp. 


Behan, R. J.: Functional Heus. Jnterst. M.J., 1914, 
xxi, 965. By Surg., Gynec. & Obst. 
Behan defines ileus as any more or less complete 
obstruction which occurs between the cardiac 
opening of the oesophagus and the sigmoid flexure 
of the colon. This obstruction may be either 
mechanical or functional. He further divides the 
mechanical into intra-, inter-, and extra-mural 
changes which occur in the intestinal walls and 
cause an ileus by pressure on the walls. Under this 
classification we find as factors causing intramural 
ileus, foreign bodies, gall-stones, enteroliths, polypi, 
tubercular and syphilitic cicatrices; intermural 
ileus caused by local infiammatory swelling of 
intestinal wall, and of growths; and extramural 
ileus caused by strictures resulting from adhesions, 
kinks, intussusceptions, and pressure from neighbor- 
ing new-growths. 

Functional ileus is caused by any condition, 
either local or reflex, which interferes with intestinal] 
mobility. He places inflammation at the head as a 
local factor, although the following must also be 
borne in mind: hemorrhage into the intestines: 
purpura hemorrhagica; thrombosis of vena-me- 
senterica; trauma; irritation due to some poisons, 
notably lead, hardened feces, foreign bodies, and 
worms. In true reflex functional ileus the paralysis 
or spasm due to nerve derangement may be either 
peripheral or central. The peripheral irritation is 
either local or general; the local irritants act upon 
Auerbach’s centers in the intestinal walls and are 
the products of drugs or irritating substances in the 
intestinal lumen. The author cites Biernath’s 
case, in which autopsy revealed a tight stricture 
26 cm. above the anus, and no cell infiltration 
present, to illustrate the result of constant con- 
tractures of certain portions of the bowel. 

The spastic contractions of the bowel are the 
result of stimulation of the vagus, the nerves of 
Auerbach’s plexus, and the nervus-pelvicus, or 
of factors inhibiting the sympathetic nerve. They 
present no organic changes in the bowel, and this 
type has been found in Addison’s disease, pressure 
on the splanchnics and paralysis of the sympathetic, 
after operations for myomata, presence of wounds, 
ulcerations of intestinal wounds, and from retarda- 
tion of nutrition due to tuberculosis. 
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The author claims that paralysis of the bowel is 
entirely opposite to spasmodic ileus, and is due to 
either inhibition of the vagus, the nerves of Auer- 
bach’s plexus, or the nervus-pelvicus, or due to 
stimulation of the sympathetic. Treves reports 
paralysis of a segment of the bowel in a boy with 
strangulated hernia, which was relieved by ice 
applications. Gastric dilatation is a result of 
paralysis of the vagi, so also is this dilatation found 
in crises of tabes and Reichman’s disease. Paralytic 
ileus may result from pressure on the mesenteric 
glands, as in Fenwick’s case. Central lesions may 
also act as causative factors in producing gastro- 
intestinal paralysis, as demonstrated in leutic 
lesions, meningomyelitis, the emotions, and hysteria. 

The symptoms of intestinal obstruction are prob- 
ably due to a poison elaborated by the mucosa of 
the obstructed segment. This has been demon- 
strated by Whipple in his experiments on dogs. 

The general symptoms of functional ileus are: 
vomiting due to reflex action and which soon be- 
comes antiperistaltic; temperature, usually low 
or even subnormal; pulse, slow at first, then be- 
coming rapid; respiration, slightly increased and 
early hiccough; and, what is a very important symp- 
tom, local distention of the abdomen. 

The author goes into this latter symptom more 
fully, and states that usually on close examination a 
tumor mass, more or less definite, can be discovered 
in some part of the abdomen. 

If it is of the gastroduodenal type, swelling will 
be noticed in the epigastrium and slightly to the 
right; if the ileus is in the small intestines, the 
swelling will be found in the right side; occasionally 


vermicular progressive motion may be noticed if the 
abdominal wall is not too thick, and upon ausculta- 
tion gurgling sounds may be heard as the gas 
passes from the non-active to the distal portion of 


the gut. If the ileus is of the gastromesenteric 
type, the tumor mass may give rise to splashing 
sounds and the stomach tube will bring forth large 
quantities of greenish fluid. At first an ileus gives 
rise to no pain, and it is only in the later stages 
that pain is complained of, due no doubt to slight 
peritonitis. Later this pain decreases and _ the 
vomiting is more of a regurgitation, and as the 
paralysis increases the patient’s condition be- 
comes worse. He says it is not always easy to 
diagnose this condition, of whatever type it may be. 
It must be differentiated from all conditions causing 
a tumor mass, such as pancreatic cysts, enlarged 
mesenteric glands, or localized walled-off tubercular 
peritonitis—this latter should be regarded very 
carefully. A tentative diagnosis should be made 
when a tumor-like mass is found and when vomiting 
sand locked bowels are present. When these 
‘symptoms are present the following facts should be 
inquired into: Has the patient swallowed a foreign 
body? Has he gall-stones? Has he had a recent 
injury to the abdomen? Is or is not syphilis or 
tuberculosis present? Because of the not uncom- 
mon resultant stricture which follows these con- 
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ditions they are important. No difficulty is ex- 
perienced in diagnosing the acute stormy onset of 
gastromesenteric ileus following an_ operation. 
Intussusception, strangulated hernia, and volvulus 
are to be differentiated, but their symptomatology 
usually aids in securing a correct diagnosis. 

After excluding the above lesions, there are only 
the spasmodic and paralytic types to deal with. 
And their diagnosis will be suggested by the in- 
volvement of the vagus system, with its train of 
symptoms, as bradycardia, red spots on the face and 
body, embarrassed respirations, and hyperacidity. 

The prognosis is not favorable. According to 
Kiittner 93 cases of dynamic ileus showed a mor- 
tality of 63 per cent, and the mortality in acute 
dilatation of the stomach is 60 per cent. 

The causative factors in producing death are: 
(1) loss of tluids—22 per cent loss of fluid causes 
death (Richardson); (2) pressure on heart and lungs 
(Oppenheim); and (3) toxamia from absorption of 
toxines from an occluded loop of gut (Clairmont and 
Ranzi). 

Behan recommends the treatment advised by 
McLean, in which the aim is to relieve the distention 
and fill the depleted vessels. 

In the gastromesenteric type complete, thorough, 
and frequent stomach lavage is recommended. 
The fluid loss should be supplied either by a Murphy 
drip or by subcutaneous or intravenous injections 
of saline. All food and drink should be with- 
held. Of the drugs relied upon cathartics are 
positively contra-indicated. The one best drug no 
doubt is morphia, especially in the spasmodic type, 
but it is not so good in the paralytic group. Atro- 
pine is useful in the spastic type, but eserine and 
adrenalin are better in the paralytic form. Strych- 
nine, because of its stimulating action on the spinal 
nerve-ends in Auerbach’s plexus, should be given in 
large doses of 0.5 gr. But if conditions do not im- 
prove in 24 hours, operative measures should be 
tried, the aim being to relieve all the obstructing 
factors. It must be remembered that if the ileus 
is of the paralytic type operative interference is of 
doubtful value, as the same condition often arises 
in another loop of intestine, and for this reason 
medicinal measures secure better results. An ex- 
ploratory operation has in many instances saved 
the patient’s life. L. B. CRAWFORD. 


Musser, Jr., J. H.: The Physical Diagnosis of 
Displacement of the Colon. Jnierst. M. J., 
1914, XXi, QOT. By Surg., Gynec. & Obst. 


Musser deplores the fact that so much reliance is 
placed upon the réntgen rays in the diagnosis of 
gastro-intestinal disorders, especially in displace- 
ments of the colon. Because of the inaccessibility of 
the réntgen laboratory to every one, he advocates 
a method of physical diagnosis: inspection, palpa- 
tion, percussion, and auscultation applicable to the 
demonstration of colonic ptosis. He agrees with 
Glénard in that a ptosed colon together with a dis- 
placed kidney and deformed liver form the triad of 
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anatomical derangements which are diagnostic of 
splanchnoptosis. Although only two of these 
abnormalities are usually sufficient to diagnose 
this condition, he claims ptosed colon is _ sel- 
dom sought for and that its diagnosis is com- 
paratively easy. Whether stasis results from a 
ptosed colon, either due to kinks at its hepatic or 
splenic flexures or to the lowering of its transverse 
portion, is still a matter of some discussion. Hertz, 
supported by a large majority of réntgenologists, 
claims that in cases of ptosed colon the ascending 
colon and cecum fill completely and that in response 
to a stimulus which only occurs two or three times a 
day, powerful peristaltic waves occur and the con- 
tents are shot through the transverse colon to the 
remaining bowel until defecation occurs. The author 
lays great stress upon the mucus colitis which these 
patients suffer from and suggests measures to re- 
store the colon to its normal condition and improve 
this colitis. The methods of physical diagnosis are 
greatly aided by inflation of the colon and percus- 
sion. A long rectal tube and a bulb through which 
air is blown are used. This tube. he claims, is best 
left protruding two feet so as to be brought forward 
and readily used when the patient is in the erect posi- 
tion. Variations of the transverse colon line from 
four to five inches are encountered in the horizontal 
and upright positions. 

As a rule the outline of the colon cannot be seen 
normally, but with gradual inflation the transverse 
portion can be made out. The cecum also can be 
recognized as an indefinite tumor in the right iliac 
fossa. According to Sailer, the cecum is palpable 
in 20 per cent of cases; with inflation this percent- 
age is greatly increased. 

The colon can seldom be outlined by simple per- 
cussion, but in conjunction with auscultation a cor- 
rect conclusion can often be arrived at. First, the 
bowel should be moderately distended with air and 
the bell of the stethoscope placed over the caecum; 
then the symphysis is gently percussed over and 
upward until a distinct change in the note is heard; 
this will outline the lower limit of the transverse 
colon. By moving the percussion finger in different 
directions the limits of outline of the transverse 
colon can be traced readily. 

By placing the stethoscope over the pubis and 
pumping air through the bulb, with each squeeze the 
stethoscope is moved; when the transverse colon is 
reached a distinct change in the note will be heard. 
Some trouble will be encountered at the flexures, but 
the cecum will be easily recognized and its limits 
accurately ascertained. Lewis B. Crawrorp. 


Goldschmied, K.: Results of Radical Operations 
for Cancer of the Rectum with Reference to 
Continence (Resultate der radikalen Operationen 
des Mastdarmkrebses beziiglich der Erhaltung der 
Kontinenz). Wien. klin. Wehuschr., 1914, xxvii, 
412. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In Hochenegg’s clinic, where the author’s material 
as secured, the sphincter was preserved in 106 
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cases which were operated upon for cancer of the 
rectum within the past ten years. In 98 cases the 
union of the two ends was undertaken: 73 times 
by circular suture, 21 times by Hochenegg’s method 
of “drawing through,”’ and 4 times by invagination. 
This shows that even in the clinic where it originated 
Hochenegg’s method is used much less frequently 
than circular suture. This is explained by Hochen- 
egg, who says that his method is to be used only when 
a sufliciently well nourished piece of intestine can 
be brought outside the outlet without any tension. 

The immediate results of the different methods 
are as follows: ‘There was primary healing with 
the circular suture in 20 per cent of the cases; with 
Hochenegg’s method in 38.1 per cent; with invagina- 
tion in 25 per cent. When dismissed, 21.9 per cent 
of the cases with circular suture were completely 
continent, 19.2 per cent incompletely continent, 49.3 
per cent incontinent; with Hochenegg’s method, 
38 per cent were completely continent, 19 per cent 
incompletely continent, and 33.3 per cent inconti- 
nent. Circular suture gave 41 per cent of per- 
manent recoveries, Hochenegg’s method 52.4 per 
cent, with 37 per cent of complete continence for 
the former and 48 per cent for the latter. The re- 
sults, therefore, are better in Hochenegg’s method 
with reference to mortality, continence, and perma- 
nent recovery. 

Rotter’s plastic after-operation was performed 
in 20 cases with complete continence in 70 per cent. 
The author explains the causes of the failures in 
the various methods. In circular suture a relatively 
greater percentage of formation of spurs was ob- 
served, but a relatively smaller percentage of ste- 


noses. KORBL. 


LIVER, PANCREAS, AND SPLEEN 


Fowler, R. S.: Splenotomy for Abscess of the 
Spleen. Long Island M.J., 1914, viii, 338. 
By Surg., Gynec. & Obst. 

The author reports a case of splenic abscess oc- 
curring in a young Italian woman. ‘Her illness, for 
which no apparent cause could be assigned, began 20 
days previous to her examination by the author. 
She was troubled with a feeling of fullness after 
meals, but was relieved by vomiting. Her temper- 
ature was 101° F., pulse 140, respiration 40. She 
was anwmic and poorly nourished. A complete 
examination proved negative except for an enlarged 
spleen extending beneath the border of the ribs, at 
which point there was a tender mass the size of an 
orange. Urinalysis was negative. 

The tender orange-shaped mass was_ incised 
through an abdominal incision and an extensive 
splenic abscess found. The spleen was adherent 
to the abdominal wall and a large quantity of foul- 
smelling pus escaped. A counteropening was made 
in the loin at the lowest part of the abscess and a 
glass tube inserted. For some days there was con- 
siderable discharge from the wound; but ina few days 
there was a change in the character of the discharge 





40 INTERNATIONAL ABSTRACT OF SURGERY 


and it became grayish in color. The leucocytes 
gradually decreased in number. From time to time 
for several weeks large sloughs of splenic tissue were 
discharged, but finally the wound closed and the 
patient fully recovered. Epwarp L. CorNeELL. 


Hesse, E.: Hemostasis in Hzmorrhage from 
Parenchymatous Organs (Zur Frage der Himo- 
stase bei Blutungen aus parenchymatésen Organen). 
Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Hesse discusses the value of free transplantation 
of omentum for the purpose of hemostasis from 
parenchymatous organs, basing his conclusions on 
extensive material from the Obuchow Hospital in 
St. Petersburg. From the experience at this hos- 
pital the method gives excellent results in surgery 
of trauma of the liver and spleen. 

Among 113 cases of liver injury, transplantation 
of omentum was used 22 times without a single 
failure. Of these 22 cases 5 died, but all of these 
had simultaneous injuries of other organs — pan- 
creas, stomach, intestine, and lung. Four of these 
patients were pulseless before the operation and died 
soon after. In one case there was death from necro- 
sis of the pancreas. It was a gunshot wound, 
perforating the liver and injuring the stomach, pan- 
creas, and right kidney. The tip of the omentum 
was drawn through the canal through which the 


bullet had passed, and into the left lobe of the liver, 
and so the abundant hemorrhage was stopped. On 
the twenty-first day death resulted from necrosis of 
the pancreas. Autopsy showed that the omentum 
had accomplished its object. There were no signs 
of secondary hemorrhage, and the omentum was 
firmly adherent to the liver throughout the whole 
course of the bullet. 

Hesse reports a second case of rupture of the 
liver of such enormous size that the whole hand could 
be passed into the rupture. Almost the whole 
omentum was resected and sutured into the cavity. 
Recovery was uneventful. 

The method has also given brilliant results in 
traumatic surgery of the spleen. Among 9 stab- 
wounds of the spleen 3 were treated by transplanta- 
tion of omentum. All recovered. 

On operation for hemorrhage from parenchyma- 
tous organs the omentum can be taken from the 
abdomen and used immediately without any special 
preparation. Because of its simplicity the method 
has great advantages over the absorbable artificial 
tampon recommended by Teger and Wohlgemuth. 
In hemorrhage from the skull and long bones, free 
muscle transplantation has been of great service. 
The free transplantation of tissues containing 
thrombokinase, such as omentum and muscle, is 
the method of choice in hemorrhage from paren- 
chymatous organs. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Waugh, G. E.: The Use of Tuberculin in Surgical 
Tuberculosis. Am. Med., 1914, xx, 567. 
By Surg., Gynec. & Obst. 
Inasmuch as there is no scientific test for tuber- 
culosis, and as there is a large percentage of error in 
the differential diagnosis from pyogenic infection, 
in spite of careful study the value of tuberculin is 
difficult to estimate. Sufficient time, and an enor- 
mous amount of material and clinical evidence, has 
nowhere brought out a definite dosage as curative 
for various types. Many claims have been made 
and investigation has proved that the diagnosis 
should be questioned before the cure is accepted. 
After using tuberculin for five years in all types of 
tuberculosis, first using Koch’s new tuberculin and 
later Wright’s bacilliary emulsion, and often citric 
acid in addition, with varying dosage, the author has 
abandoned the use of tuberculin in surgical tuber- 
culosis entirely. H. W. MEvERDING. 


Case, J. T.: The Réntgenology of Chronic Joint 
Disease. Illinois M. J., 1914, xxvi, 153. 

By Surg., Gynec. & Obst. 

Réntgenology is now an indispensable aid in the 

diagnosis and prognosis of chronic joint lesions, 


especially in deep-seated joints, such as the hip and 
shoulder. It does not overcome all difficulties, but 
with it treatment is more intelligent and mistakes 
fewer. 

A réntgenographic examination of patients fifty 
years of age or more often shows the contour of the 
vertebral bodies running out into thorns or slight 
sharp-angled protusions. However, if these pro- 
tusions are larger or are found in younger people, 
these findings must then be considered as chronic 
arthritis or incipient arthritis deformans. 

Arthritis deformans shows roundish ball-like 
exostoses in and around the joints; sharp demarca- 
tion of the bones of the joints with formation of 
osteophytes with lateral deposits on the borders of 
the capsule and outside the joint. 

In spondylitis deformans the vertebral bodies are 
asymmetrical. Hypertrophic changes occur in the 
corners of the bodies and, less frequently, in the 
transverse processes. In advanced spondylitis, 
bridge formation and adhesions, deformity of 
vertebral bodies, and finally complete ankylosis are 
characteristic findings. 

Arthritis urica is characterized by deposits of 
urates in the tissues of the joint, primarily in the 
ligaments, but later in the articular cartilage. In the 
hand these occur as very small osteomata on the 
lateral borders of the proximal phalanges. 
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Among the first changes recognizable on the 
réntgenogram of a tuberculous joint are increased 
transparency to the rays and increase in fluid in the 
synovial sacs. Increased transparency with de- 
creased accuracy of outline and bone detail are very 
indicative of tuberculosis. This is especially true of 
the carpals and tarsals. In later stages, ulceration 
of the joint surface with irregularity of articular 
surface and enlargement of articular space may be 
seen. Still later stages show areas of tuberculous 
necrosis. Healed tuberculosis in joints shows a 
thickening in the cortex of the bone. In active cases 
there is want of contrast and detail. 

Redard says clear blotches at the level of the 
epiphysis, increase in circumference of the bone in 
the epiphyseal region, osteophytes, and irregularity 
of certain portions of the bones are characteristic of 
syphilis. 

In syringomyelia the hand shows thickening of 
the pulp of the distal extremity of the fingers. The 
last phalanx is hypertrophic and atrophic in struc- 
ture. All the bones of the hand are atrophic. 

Gonorrhoeal arthritis shows the same _ bone 
changes seen in other forms of infectious arthritis. 

Traumatic arthritis shows atrophic or hypertro- 
phic changes or both. R. O. RITTER. 


Axhausen, G.: New Study of the Role of Necrosis of 
Cartilage in the Pathogenesis of Arthritis 
Deformans (Neue Untersuchungen iiber die Rolle 
der Knorpelnekrose in der pathogenese der Arthritis 
deformans). Arch. f. klin. Chir., 1914, civ, 301. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
After long observation of dogs with superficial 
or multiple circumscribed necrosis of cartilage, the 
author found pictures that were identical clinically 
and in macroscopical anatomy with those of human 
arthritis deformans. Besides the local symptoms 
of subchondral dissection and cellular substitution 
with wearing out of the cartilage and formation 
of fibrous cartilage there was formation of villi and 
marginal osteophytes. As a result of the injury 
to the cartilage there were, at points of mechanical 
impact, abraded places caused by the decreased 
resistance. The unevenness of the joint surface 
caused in this way led to secondary changes in the 
opposed joint surface, which followed the same laws 
and by wearing down led to abraded places. His 
studies of human arthritis deformans have shown 
similar extensive and scattered cartilage necroses 
with cellular substitution, subchondral dissection, 
abrasion, and furrows. So he concludes that the 
same relation may be assumed between the in- 
dividual phenomena in human arthritis deformans 
as in animal experiments. Ernst SCHULTZE. 


Vegas, M. H.: 
Arthritis. JV. 


Hemophilia and Hzmophiliac 
Y. M.J., 194; 'C,. 540; 

By Surzg., Gynec. & Obst. 

After reporting a case of hemophilia, Vegas 

mentions some of the early writings on the subject 

and cites several types of cases, one seen by Charves 


and Speroni, in which a tumor the size of a child’s 
head occupied the iliac fossa adhering to the bone. 
Another observed by Kautz, of Vienna, showed sub- 
mucous hematomata which almost obliterated the 
intestinal lumen. 

Relative to joint involvement in hemophilia, one 
of the great dangers in operating is the mistaking 
of a hemophiliac arthritis with affusion for a tuber- 
culous arthritis. Therefore it is necessary to secure 
a perfect history, to remember that it occurs in 
young anzmic individuals, that it comes on sponta- 
neously, that it is painless, and that there is a 
restriction of movement with a tendency to grow 
worse. 

The condition of a joint after being changed by 
hemophiliac arthritis shows emptiness of the joint, 
erosion of the cartilages, and thickening of the 
edges of the joint. 

The use of the X-ray is very important in securing 
a diagnosis. 

The knee, hip, elbow, finger, wrist, and ankle 
joints are the ones usually involved and in the order 
named. 

The prognosis of this disease varies. The acute 
and subacute forms usually become cured and sel- 
dom leave any deformity. 

The chronic forms are sure to produce deformity. 

The treatment of hamophiliac arthritis is local 
and general. 

Cold compresses, uniform pressure, and correct 
posture are important factors in the local treatment 
in order that deformity may be prevented. 

In the general treatment many remedies have been 
used, but with no success. Peptone recommended 
by Witte has been used with good results. 

The best remedy, however, for successful results 
is the injection of fresh rabbit serum, 15 ccm. intra- 
venously or 30 ccm. subcutaneously — the dose may 
be repeated in two days. 

In regard to operating on a hemophiliac, if neces- 
sary it can be done with ultimate success by first 
preparing the patient by several injections of fresh 
rabbit serum. Joun H. Suaw. 


Davis, D. J.: The Etiology and Pathogenesis of 
Rheumatoid Arthritis. Jilinois M.J., 1914, xxvi, 
158. By Surg., Gynec. & Obst. 

The author does not discuss the common groups 
of arthropathies whose etiology and nature have 
been fairly well determined but that large group of 
chronic joint disorders which for a long time have 
been considered as ‘‘ probably infectious.” These 
disorders are commonly called arthritis deformans. 

An infection, usually with streptococci, very often 
following tonsillitis, pharangitis, an ulcerated tooth, 
middle ear or sinus infection, plays a significant réle 
in the etiology of these joint disorders. 

Wollenberg maintains that sclerosis and vascular 
obstruction, partial or complete, is always found 
and is, in fact, the direct cause of the changes in 
arthritis deformans. ‘There is no doubt of its impor- 
tance in certain cases, particularly in old people. In 
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the etiology of these joint affections, changes possi- 
bly due to abnormal metabolism and to disturbance 
of the inner secretions must be considered. 

The organisms most frequently found in the foci 
of infection, especially the teeth and tonsils, are 
different strains of streptococci together with bacillus 
fusiformis and a spirillum which conforms in its 
morphology to streptococcus refringens. 

As a result of this infection there may be degenera- 
tive changes leading to atrophic arthritis, or pro- 
ductive inflammation leading to the so-called hyper- 
trophic type. At times marked destruction occurs 
leading to an exposure of bone with consequent 
exostosis, nodule formation, and lipping of the 
epiphyseal margin. R. O. Ritter. 


Billings, F.: The Medical Management of Chronic 
Arthritis. J/linois M.J., 1914, xxvi, 164. 
By Surg., Gynec. & Obst. 

The author discusses the treatment of chronic 
deforming arthritis and the usual coincident myo- 
sitis. This condition is difficult to handle, and it 
may take months or years to cure it, a part of which 
time must be spent in the hospital in order that 
advantage may be taken of every aid to diagnosis 
and treatment. 

The disease is looked upon as infective and the lo- 
cation of the portal is most important. All pro- 
gressive types may be checked, and, unless destruc- 
tive changes have occurred, recovery may take place. 

The important foci are the tonsils, dental alveoli, 
sinuses of the head, intestinal stasis due to abnormal 
anatomy, chronic peritonitis and vesiculitis semi- 
nalis, pelvic disease, chronic pyelitis, chronic 
appendicitis, chronic cholecystitis, and chronic 
abscesses located anywhere in the body. 

The focus being known, the next step is the re- 
moval of the tissues involved or a correction of the 
condition which permits the existence of local infec- 
tion. If focal points are not all removed, failure will 
result. Examination of infected tissues or exudates 
should be made so that the character of the infection 
may be determined and autogenous vaccines made. 

In the treatment, rest, good air, sunshine, and 
wholesome food are necessary. In general, drugs 
are employed as indicated; a pleasant, cheerful 
environment is of the greatest value. 

The strains of streptococci which cause chronic 
arthritis multiply in low oxygen tension. They 
occlude arterioles, deprive tissue of nutrition, and 
produce conditions favorable to their own develop- 
ment. 

In practice, rest is employed as long as motion 
causes pain, then passive motion may be begun and 
gradually increased. Autogenous vaccines of the 
dominant strain of streptococci are valuable, as 
they increase the defense of the body; but while 
general measures are absolutely necessary to help 
the patient, the use of vaccines without the etiologic 
focus being found and removed is irrational. Bier’s 
method may be practiced after the patient is well on 
the way to recovery; used too early or too long, it 


may cause harm. Forcible stretching of contracted 
muscles and tendons under anesthesia saves time, 
but should not be employed until the patient is 
actively exercising. Splints, braces, and casts should 
be used cautiously. No appliances should be used 


that interfere with the circulation of the blood to the 
infected parts. 


W. H. Buutic. 


Rovsing, T.: Vaseline Injection into the Joints: 
Its Indications, Technique, and Results (Uber 
die Vaselineinjektion in die Gelenke: die Indika- 
tionen, Technik, und Resultate derselben). Alin. 
therap. Wehnschr., 1914, XXi, 409, 437, 470. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In 1904, Rovsing reported two cases of dry trau- 
matic arthritis of the hip-joint, which were restored 
tofunction by the injection of sterilized yellow vase- 
line and in which snapping of the joint and severe 
pain on walking were entirely overcome. He now 
reports injection of vaseline in 44 patients, 8 of them 
bilateral, making 52 injections in all. 

The chief dangers of the procedure are embolism 
and infection. He believes the first can be avoided 
by making a previous puncture with a trocar to be 
sure that the inside of the joint has really been 
reached. He sterilizes the vaseline in an apparatus 
which he describes as follows: A rubber tube 10 
cm. long is provided on one end with a metal tip 
that can be screwed onto the end of the ordinary 
vaseline tube, while the other end can be screwed 
either into the cannula or into a heavy cover. The 
tube with the cover screwed on is screwed into the 
vaseline tube and both are boiled for 15 minutes be- 
fore the injection. The joint is punctured and some 
synovial fluid collected for examination. The 
vaseline tube is then taken from the vessel in which 
it has been boiled, the cover screwed off, the tube 
connected with the cannula, and the vaseline pressed 
through the tube intothe cannula by rolling the tube 
slowly up from the bottom. The shoulder-joint is 
punctured by introducing the trocar below the 
posterior corner of the acromion, the knee at the 
external corner of the patella. In the hip, the joint 
is laid bare by an incision 4 to 5 cm. long in the soft 
parts, above the apex of the trochanter. The trocar 
is curved to fit the curvature of the head of the fe- 
mur. For the sake of safety the capsule of the jaw 
is also laid bare by a small transverse incision below 
the zygomatic arch. As to the amount of vaseline 
to be injected, 20 to 25 ccm. are enough for the hip- 
joint, 10 to 12 ccm. for the knee-joint, 15 ccm. for 
the shoulder-joint. If no incision is made, but only 
a puncture, the patients can begin movements of 
the extremity immediately after the injection. 

In the 1o cases of non-traumatic arthritis crepi- 
tans the results were only mediocre, and the indica- 
tions decidedly limited. The synovial fluid was 
generally increased, more or less turbid, grayish 
white with flocculi and threads. Microscopically. 
there were numerous pus-cells, but no bacteria were 
demonstrated in any of the cases. However, there 
is no doubt there was an inflammatory process, 
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whether from chemical irritation or some hitherto 
unknown microérganism; at any rate, Rovsing ad- 
vises against vaseline injection in any case where 
there is a turbid fluid. In those more unusual cases 
where such forms of arthritis have led to painful 
snapping joints with deficient synovial fluid, the in- 
jection of a small amount of vaseline may be tried, 
small enough so that the capsule is not stretched 
or placed under tension, and care must be taken 
not to produce an exacerbation of the inflammation. 
The results in the 209 cases of traumatic dry ar- 
thritis were, as the case histories show, very good. 
This is really the field for vaseline injection, for 
here there is no inflammation of a toxic or infectious 
nature, but a connective-tissue formation, a fibrous 
change in the synovial membrane, a disease which 
decreases or even destroys the capacity of the 
synovial membrane for producing synovial fluid. 
The joint-ends are not protected from pressure and 
friction and, finally, there is more or less denudation 
of the cartilage. Rovsing’s idea is to prevent these 
processes by substituting vaseline for the synovial 
fluid. He has also had very good results in 9 cases 
in 7 patients with senile disease of the knee-, shoul- 
der-, and hip-joints. Failure to recover completely 
in two cases was probably due to the fact that one 
of the patients had also a uric arthritis and the other 
an arthritis deformans. In 8 cases, vaseline injec- 
tion was undertaken to prevent ankylosis after 
arthrotomy and joint resection. In all these 
patients there were surprising results, so there is no 
doubt that vaseline injection can be used successful- 
ly to prevent ankylosis after resection of tubercular 
joints, in cases that can be closed without drainage 
after operation. CREITE. 


Shuttee, H. C.: Sprains. 
Xi, £22. 


J. Mo. St. M. Ass., 1914, 
By Surg., Gynec. & Obst. 

A sprain is a severe twisting or wrenching of a joint 
with stretching or tearing of one or more of its liga- 
ments and an effusion of serum or blood into the 
joint cavity and surrounding tissues — contusion or 
fracture of bones or cartilages may be an associated 
complication. Violence causes sprains, greater 
violence causes dislocations. Young adults are 
more subject to sprains, fractures occurring more 
frequently in the older subjects. The cardinal 
symptoms of inflammation are manifested only 
when infection is developing, the swelling being 
due to disturbed physiology of the part. An errone- 
ous conception of the pathology led to immobiliza- 
tion and hence support or aid to cellular changes was 
lessened. Uniform pressure or support to the devital- 
ized parts with a mild degree of fixation has proved 
a saner treatment. 

Muscular contractions and relaxations procure 
a more vigorous cellular activity of lymphatics and 
blood-vessels; hence adhesive strapping, supportive 
in character and applied with uniform pressure, yet 
interfering little with normal function, aided by the 
patient’s effort to perform the regular function, in- 
duces a rapid reparation. Adhesive plaster or mole- 


skin plaster aided by massage of the parts and 
applied every few days secures uniformly good re 
sults. 

The Cotterell-Gibney method is considered less 
effective than the Hood method. Hot and cold 
water or dry hot air and massage are advised for 
late cases. Harrison W. MALtBy. 


FRACTURES AND DISLOCATIONS 
Lane, A.: Clinical Lecture on Fractures. 


Press & Circ., 1914, xcvili, 236. 
By Surg., Gynec. & Obst 


Med 


The author has apparently concluded that the 
indiscriminate operative treatment of fractures has, 
up to the present, done more harm than good. In 
America and among English surgeons the removal of 
plates inserted at operation is frequent in 48 per cent 
of cases. The explanation lies in the technique of 
the operator. Many surgeons, even if they perform 
the mechanism correctly, do not realize that when 
they put a foreign body in a wound, they must 
exercise infinitely greater care than if they were 
doing an ordinary catgut-enclosed operation. 

Lane reports cases as follows: 

t. Vertical fracture through the spine of the 
scapula with restoration of form and function by 
plating. 

2. Fracture of the outer half of the clavicle. The 
clavicle lends itself easily to plating because it is 
dense and holds the screws firmly. The objection is 
the scar, but this can be made almost imperceptible. 

3. Fracture of the surgical neck of the humerus 
successfully plated. In this operation injury to the 
musculospiral nerve by fragments is avoided with a 
plate. 

4. Fracture at the lower end of the humerus. 
Fixation with a plate is important here to prevent 
excessive formation of callus. 

5. Fracture of the upper ends of the radius and 
ulna. In this case, massage has been unwisely 
given by another physician with the result that 
excessive callus was developed, causing partial 
ankylosis. 

The advantages of the operative treatment of 
fractures are: relief from pain caused by movement 
of fragments; a minimum callus is formed and time 
of healing thereby shortened; the bone is restored 
to its normal form; it is not necessary to immobilize 
neighboring joints. W. A. CLARK. 


Straus, D. C.: Woven Catgut Splints for the Open 
Treatment of Fractures. Surg., Gynec. & Obst., 
1914, XIX, 410. By Surg., Gynec. & Obst. 

The author believes that in those cases in which 
it is necessary to perform an open operation for the 
reduction and fixation of the fragments of a fractured 
bone, the ideal method of fixation would be by an 
absorbable device, so as to eliminate any permanent 
foreign body. He conceived the idea of weaving 
heavy catgut suture-material in the form of a rug 
with leng fringed ends, the rug to be just a little 
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shorter than the circumference of the bone, the 
fringed ends to be used to tie the rug about the bone 
as a splint. The ends when tightly tied stretch the 
rug about the bone, holding it firmly in place. The 
idea has been tested in a limited number of experi- 
ments on dogs, with encouraging results. The splints, 
so far, have been made of raw, rough, German cat- 
gut, No. 4 and No. 5, wet during the process of 
weaving so as to soften it, making it possible to 
obtain a very close weave. The rugs are so woven 
that the length can easily be reduced. This is of 
great practical importance, and is accomplished by 
having the strands that run the long way of the rug 
—the warp—consist of separate fibers, while 
the cross fibers — the woof — are made of one long, 
continuous strand of gut, which is alternately woven 
over and under the long parallel strands. To shorten 
the rug it is only necessary to cut one end of this 
cross-strand free, unravel a sufficient amount, and 
then tie the free ends again. 

So far, the catgut rugs have been sterilized by the 
Bartlett iodine method only. In experiments still 
to be carried out, chromic catgut, kangaroo tendon, 
etc., will be tried. No trace of the splint has been 
seen at the end of three weeks and no inflammatory 
reaction seems to be produced by the presence or 
absorbtion of the splint, except in a few cases where 
a serous oozing occurred. ceasing shortly, however, 
and healing was per pri. am. 


Moorhead, J.: The Transfixion Treatment of Fe- 
mur Fractures. Am. J. Surg., 1914, xxviii, 340. 
By Surg., Gynec. & Obst. 

Moorhead advises the transfixion treatment of 
femur fractures in which ordinary methods are 
inapplicable or inefficient, as in— 

1. Oblique, spiral, or transverse fractures show- 
ing considerable deformity from displaced fragments 
in which traction on the soft parts alone is likely to 
prove inadequate. 

2. Compound, comminuted, or complicated frac- 
tures in which the parts at or near the fracture site 
itself cannot be interfered with. 

3. Restless, delirious, or otherwise uncontrollable 
patients, also the aged or infirm in whom decubitus 
might prove dangerous. 

4. Old fractures showing non-union or vicious 
union in which recorrection is made preliminary to 
transfixion. 

5. Certain fracture-dislocations, or multiple frac- 
tures. 

6. To obtain preliminary alignment prior to plat- 
ing or other operative procedures. 

The essential aim of the method is to obtain 
traction by driving a metal pin, nail, or drill through 
the skin, soft parts, and bone of the distal fragment, 
allowing enough of the metal to protrude on either 
side of the skin so that traction cords leading to a 
pulley and weights or springs at the foot of the bed 
may be fastened to it, the limb being supported on 
some form of padded double inclined plane. The 
drill is removed at the end of two or four weeks, then 


a plaster of Paris spica is applied and worn until 
the union is sufficiently firm to allow the patient to 
be out of bed. In some fractures very close to the 
knee-joint, as in the supracondyloid variety, trans- 
fixion can be made through the head of the tibia. 

It is an intermediate measure between the closed 
or non-operative methods such as the various exten- 
sions, and the open or operative radical methods, as 
plating or wiring. It is less hazardous and perhaps 
more generally applicable than plating because (1) 
the procedure is simple; (2) the scene of operation is 
at a distance from the traumatized area; (3) no 
foreign body is left in the tissues; (4) the parts are 
always exposed during healing; (5) joint stiffness is 
minimized; (6) atrophy, joint stiffness, and decubi- 
tus can be controlled. 

The author does not recommend this treatment 
where ordinary forms of extension suffice, or when 
plating or transplanting seem more likely to be 
eflicacious, either because of the nature of the injury 
or the availability of a surgeon skilled in that work. 

He reports 7 cases in which there was no shortening 
or deformity, and he thinks that the method should 
find a place in the treatment of certain fractures of 
the femur. Henry J. VAN DEN BERG. 


Walzel, P. R. von: Operative Replacement of Old 
Irreducible Luxations and Luxation Fractures 
of the Elbow-Joint (Uber die blutige Reposition 
veralteter irreponibler Luxationen und Luxations- 
frakturen des Ellbogengelenkes). Arch. f. klin. 
Chir., 1914, CV, 241. 

By Surg., Gynec. & Obst. 
From his experience the author concludes that 

Bunge’s bilateral incision is the best in arthrotomy 

for the operative reposition of old luxations or lux- 

ation fractures of the elbow, as it gives a free view 
for the necessary dissection of the joint ends. The 
dissection must be carried far enough so that com- 
plete extension and flexion can readily be carried 
out without any interference, which is only rendered 
possible by the most exact extirpation of interposed 
fragments or cicatricial masses, or sometimes by 
partial resection of the joint ends in cases ot 
viciously healed luxation fractures. Drainage is 
not necessary. After the operation the arm is 
fixed in flexion. If there is no fever, passive motions 
should be begun as soon as possible. It is highly 
important that the passive movements should be 
done very carefully and that they should cause 
the patient no pain. The after-treatment, especial- 
ly in children, must be kept up for a long time. 

A. Goss. 


Nidergang: Operative Treatment of Simple Frac- 
tures of the Diaphysis (Etude sur le traitement 
sanglant des fractures diaphysaires fermées). 
These de doct., Par., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A short historical review of the subject is given 

by the author stating that Hippocrates reported 
bone suture. 

He takes up the objections to operation in simple 
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fractures; the transformation of a simple into a 
compound fracture, the technical difficulties of the 
operation, the danger of infection and the forma- 
tion of a fistula, and callus formation. The advan- 
tages are exact coaptation, the overcoming of hama- 
tomata, pain and contractures, the immediate 
treatment of complicating nerve and blood-vessel 
injuries, and the more rapid consolidation and 
quicker restoration of function of the limb. The in- 
dications are: Impossibility of replacing fragments, 
Y-fractures, and those in which there is interposi- 
tion of soft parts, or multiple fragments, and nerve 
and vessel complications. Operative treatment is 
contra-indicated in severe comminuted fractures, 
which give better results when treated conservative- 
ly, and for general reasons, such as advanced age, 
acute diseases, etc. 

Lambotte says that operative treatment should 
be undertaken one to two weeks after the accident, 
and only after non-operative treatment has failed. 
In the meantime the skin must be thoroughly dis- 
infected. 

The author gives a detailed description of the 
technique of direct and indirect instrumental re- 
position, and gives illustrations of Lane’s and Lam- 
botte’s forceps. He describes bone ligature (cer- 
clage), for which aluminum and silver wires are 
especially adapted, also suture after boring holes 
in the bone, wedging the bone fragments, enclosing 
them in metal sheaths, clamp suture and screwing 
with or without metal prosthesis. In the so-called 
external bone suture he mentions the fixation appara- 
tus of Jaboulay and Lambotte, which consists of a 
metal plate fixed to the fragments by means of long 
screws driven through the soft parts into the upper 
and lower fragments, which holds them immov- 
able in exact reposition. He has had very good re- 
sults with it. He also praises Steinmann-Codivilla 
and Lambret’s direct non-operative extension; the 
latter drives a nail through the bone above and be- 
low the fragment and draws the fragments apart 
with a screw. He thinks both the latter methods 
excellent because they are so easy to apply that they 
can be used by the practicing physician. Rupp. 


Neuhof, H.: Traumatic Intra-Acetabular Separa- 
tion of the Pelvic Bones. Avni. Surg., Phila., 1914, 

Ix, 367. By Surg., Gynec. & Obst. 
Neuhof says that while fractures of the acetabu- 
lum are occasionally seen, he has found no record of 
any cases of intra-acetabular separation of the ju- 
venile pelvic bones unassociated with other lesions 
of the pelvis. He reports a case of a girl, six years 
old, who fell while playing, the left leg extending 
and buckling under her, with the hip striking the 
floor. The pain was severe. She was treated by rest 
in bed the first four days, with analgesics. When 
Neuhof first saw her, seven days after the accident, 
she walked when urged; limped on the left foot; 
stood with the left pelvis higher than the right; the 
left trochanter was less prominent than the right; 
but there was no ecchymosis. Passive and active 
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motions were limited and painful. The soft parts 
were doughy on palpation, but not painful; there 
was pain only on pressing the trochanter toward the 
acetabulum and the anterior superior spine toward 
the tuberischii. Measurements showed the left 
trochanter to be pushed up and forward a little. 
Rectal examination was painful on the left side. 
There was no change in contour. X-ray showed the 
ilium to be separated from the ischium and pubis 
in the epiphyseal line in the acetabulum. After ten 
days in bed she still limped slightly and the X-ray 
picture was the same. A plaster of Paris spica was 
applied and worn four weeks. Examination made 
four months after the injury showed no abnormality. 
C. A. STONE. 


SURGERY OF THE BONES, JOINTS, ETC. 


Baer, W.: Treatment of Ankylosis (Traitement de 
lankylose). Rev. d’orthop., 1914, Xxv, 250. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author gives a historical review of the de- 
velopment of arthroplastic operations. After ex- 
perimental studies he devised a method in which 
chromicized pigs’ bladders were used for implanta- 
tion into joints that were to be mobilized. He 
describes the preparation of this membrane, the 
usefulness of which histological examination has 
shown. The implanted membrane showed _ in- 
filtration mostly of round-cells; there were no giant- 
celis indicating foreign body irritation. Later the 
membrane had undergone transformation into fi- 
brous tissue. 

A detailed description of the operative technique 
is given and the results of 52 cases operated upon. 
In 71 per cent of the author’s cases he got good 
results; that is, painless motion of over 25 degrees. 
In the jaw, of which he had 4 cases, this is easily 
accomplished. Mobilization of the hip-joint also 
offers good chances: he had 20 good results in 23 
cases. There is more difficulty in ankylosis of the 
knee-joint, for here,in addition to motion through 45 
degrees, sufficient stability must also be secured. 
He had 19 cases of the knee-joint with 81 per cent 
failures. The remaining operations were one each 
in the elbow-joint, the radio-ulnar joint, and the 
ankle-joint, and three in finger-joints, in the success 
of which the involvement of the periarticular tissue, 
or adhesion of the tendons, was of great significance. 

Tubercular ankyloses, Baer thinks, are better 
adapted for mobilization than septic or gonorrhceal 
ones, but in youthful patients it is best to wait for 
ossification of the zone of growth. Operation 
should not be performed in gonorrhoeal ankylosed 
joints for at least a year, in arthritis deformans not 
until after the subsidence of progressive symptoms. 
There were rises of temperature to 38.5 degrees 
after some of the first operations, but the membrane 
was never discharged. Therefore the wound was 
sutured primarily in all cases. The joints were 
fixed with plaster for three weeks, and then active 


and passive movements were begun. Duncker. 
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Tubby, M.: Operative Treatment of Ankylosis 
(Traitement curatif des ankyloses par la méthode 
sanglante). Rev. d’orthop., 1914, Xxv, 285. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Tubby has operated in 8 cases for the mobiliza- 
tion of an ankylosed joint. Especially good results 
were obtained in a case of bilateral ankylosis of the 
hip and in one of ankylosis of the knee-joint. The 
great energy of the patients in the after-treatment 
was a great aid to the success of these operations. 

Technically, it is important that the incision should 

be very large, and the interposed flap of muscle or 

fascia very broad. In the upper extremity a large 
space should be created between the bones to be 
mobilized, as here the chief object is free motion, but 
in the lower extremity the space should be small, 
because firmness is of more importance here, 
and a flail-joint must, above all things, be avoided. 

The post-operative pain depends on the size of 
the space. Muscle-flaps and the peritoneum of 
cattle are best adapted for interposition. If 
heteroplastic tissue is interposed, drainage must be 
established. Post-operative mobilization should 
not be begun until 4 to 6 weeks after the operation. 

Earlier movement causes hemorrhage, loosening 

of the flaps, and re-ankylosis. PELTESOHN. 


Okinczyc, J.: Operative Treatment of Gonorrheeal 
Ankylosis of the Knee-Joint (Le traitement 
sanglant des ankyloses du genou d'origine gonococ- 
cique). J. de chir., 1914, xiii, 1. 

By Surg., Gynec. & Obst. 

The author operated upon a case of gonorrhceal 
arthritis of the knee, interposing aponeurosis. The 
ankylosis recurred, and this led him to take up the 
question of the effectiveness of this operation. He 
has collected 18 cases from the literature: the results 
were very good in one case, good in 4, mediocre in 8, 
and in 5 there was recurrence; that is, there was re- 
currence in more than a fourth of the cases, and this, 
he fears, does not represent the true proportion, 
because of the tendency of surgeons to report suc- 
cesses and keep silent in regard to their failures. In 
only 5 of the cases that were successful has the time 
since operation been long enough to pass final judg- 
ment on the results. 

The methods used were different. The five suc- 
cessful cases, treated by four different surgeons, were 
operated on as follows: (1) total resection of the 
fibrous periarticular mass, followed by the inter- 
position of pediculated flaps of aponeurosis supple- 
mented by fatty tissue taken from the neighboring 
parts; (2) liberation of the articular surfaces and 
interposition of fatty tissue, followed by intra-articu- 
lar injection of fibrolysin three times a week during 
the post-operative period; (3) arthrotomy, mobiliza- 
tion of the articular surfaces, and interposition of an 
animal membrane; (4) mobilization and interposi- 
tion of fascia lata externally and vastus internus 
internally. In two of the cases of failure periosteum 
was interposed; so it would seem that periosteum 
should not be used, but in one of the cases of failure 


aponeurosis supplemented by fatty tissue was inter- 
posed, and in one case costal cartilage was used. 

The cases are not numerous or exhaustive enough 
for final judgment of the operation to be based on 
them, but from a study of these cases the author 
concludes that operation for mobilization is not the 
treatment of choice in gonorrhoeal ankylosis of the 
knee-joint. If the ankylosis is in good position, 
abstention from operation should be the rule. If the 
ankylosis is in a faulty position, operation is justi- 
fied, for even if reankylosis occurs it will be in a good 
position, and so the patient will be better off. Opera- 
tion is also justified in the rare cases of bilateral an- 
kylosis, but the cases in which operation is most 
hopeful are the cases of limited femoropatellar 
ankylosis. In nearly all these cases the greater part 
of the joint movement is regained. If ankylosis is 
incomplete and motion painful, operation is justified, 
but in this case the object should be rather to resect 
conservatively and substitute a complete and pain- 
less ankylosis for the incomplete and painful one. 
In addition to the danger of reankylosis there is that 
of making a flail-joint. The rule should still hold 
that in the upper limb the first aim should be to 
obtain motion; in the lower limb, solidity. 

Successful operation is more difficult in the knee 
than in other joints because the resection necessary 
to get at the joint predisposes to the formation of 
flail-joint, and it is more difficult in gonorrhoea than 
in other diseases, because gonorrhoea is essentially a 
plastic disease; the lesions extend to the _peri- 
articular tissues, and thus there is a tendency to 
reformation of the ankylosis. Histories of the 18 
cases are given. A. Goss. 


Young, J. K.: The Surgical Treatment of Infantile 
Palsy. Lancet-Clin., 1914, cxii. 340. 
By Surg., Gynec. & Obst. 

The surgical treatment advised for infantile palsy 
is tenotomy, osteotomy, tendon transplantation, and 
nerve anastomosis. 

In tenotomies overcorrection is inadvisable and 
is contra-indicated if reaction of degeneration is 
present. The success lies in securing a more useful 
position. 

Osteotomies are seldom required, but give splen- 
did results when indicated. Straightening, fixation, 
and extension is the treatment — open incision the 
more advisable. Tendon transplantations have 
given the greatest uniformity of results; however, 
certain precautions are necessary. The deformity 
should be corrected before the tendon is transplanted, 
free play of tendon being secured through the new tun- 
nel; the tendon must be attached under some tension 
equivalent to normal tension of muscle, and a suffi- 
cient time must elapse before the tendons are used. 

Nerve anastomosis requires anatomical exactness 
with precision in identifying the nerves to be united: 
the axis cylinders must be united. Reaction of 
degeneration contra-indicates the operation. Part 
or all of these operations may be required to secure 
the best possible results. | Harrison W. MAttsy. 
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Ollerenshaw, R.: Clinical Lecture on Orthopedic 
Cases. Clin. J., 1914, xliii, 574. 
By Surg., Gynec. & Obst. 


The author gives a very interesting paper bring- 
ing out the principal points in the diagnosis of con- 
genital hip. He emphasizes the prominent tro- 
chanters and the so-called telescoping of the thigh, 
with the visible sliding up and down of the great 
trochanter and femur on the dorsum ilii, the latter 
sign being absolutely diagnostic. ‘The condition is 
cited as being a rather rare one, there having been 
in his clinic only 3 cases among 1,000 patients in 
the children’s out-patient department; and of these 
3 cases of true congenital displacement, only one was 
bilateral. He cites Krénlein’s statistics showing the 
preponderance of the malady among females, and 
favors the ‘‘developmental” theory as an explana- 
tion of the cause of the trouble. He urges the im- 
portance of early recognition and treatment of the 
trouble before much walking has been done. Several 
methods of treatment are mentioned: viz., prolonged 
extension and abduction extending over several 
years; the old Hoffa’s operation; and the ** bloodless” 
operation which Lorenz has popularized. In speak- 
ing of further treatment which consists of plaster of 
aris cast fixation (the cast being carried down over 
the hip and lower calf), he emphasizes radiographing 
the hip to be sure that reposition has been accurately 
carried out. The cast is kept on for six months and 
then the thigh is brought down to an angle of 45°, 
another plaster of Paris cast being then applied, 
after which he allows the patient to walk with the 
aid of a walking machine or crutches. 

The treatment of extensive infantile paralysis is 
next taken up, and special reference is made to the 
operation known as arthrodesis. Special attention is 
called to the many cases of flail-leg, in which patients 
attempt to carry about cumbersome apparatus, 
which by its heaviness and awkwardness is an im- 
pediment rather than an aid; and the value of arthro- 
desis in these cases is pointed out. In arthrodesis of 
the ankle-joint, he makes an external incision, 
excising the articular cartilage from the lower end 
of the tibia, malleoli, and from the upper surface 
of the astragalus; a right-angle splint is then ap- 
plied and, after a week’s time, a plaster of Paris 
cast. 

In the case of the knee, a horseshoe incision is 
made, the articular cartilages and the patella are 
removed, the joint is closed, and a plaster of Paris 
cast is applied. Indications for arthrodesis are: 

1. Extensive paralysis giving rise to a flail-joint 
or even to a flail-limb. 

2. Paralysis to such an extent that the joint is 
deformed as soon as pressure is put upon it. 

3. In cases in which apparatus is badly borne or 
in which pressure sores result from its use. 

Several fracture cases are cited, in which Lane 
plating had been satisfactorily used. 

H. W. MEyerp1nc. 
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Davis, G. G.: The Education of Crippled Children. 
Am. J.Orth. Surg., t914, Xii, 1. 
By Surg., Gynec. & Obst. 
Davis points out that in orthepedic diseases, 
where the crippling is of long duration, where it 
may be necessary for a patient to be in bed a year 
or more, that the mental development of the case 
is as important as the surgical care. Great care 
should be taken to prevent ‘‘mental warp,”’ which 
mikes the patients feel that the world, the hospital, 
or private people will always take care of them. 
Some cities are promulgating this kind of training, 
and it is the orthepedist’s duty to see that it is done 
in his private cases. Lioyp T. Brown. 


Schauffler, R. M.: Treatment of the Deformities 
Following Infantile Paralysis. /. \/o. St. AM. 
Ass., 1914, Xi, 122. By Surg., Gynec. & Obst. 

Some physicians, especially some nerve specialists, 

claim that resultant deformities following infantile 
paralysis are unnecessary, and that apparatus is not 
required; severe cases, however, prove this to be 
untrue. The early and skillful application of splints 
with regular and continuous systematic massage, 
will entirely prevent deformities in a large majority 
of the mild cases. Gravity and weight-bearing, with 
habitual position passively assumed. and trophic 
changes are the strongest contributing factors. 
The author believes that during the acute stage only 
supportive treatment should be given, followed by 
preventive treatment which establishes a balance 
of the affected muscles, and continued until the 
natural recovery is arrested. Tendon shortenings, 
transplantations, fascial shortening, and tendon 
reinforcements by using one of the same group or 
one of an antagonistic group and maintaining a 
correct anatomical position, or slight overcorrection, 
aids nature materially in creating a proper balance 
and increase of function. The reconstructive treat 
ment is especially necessary in the neglected cases. 
Simple and practical procedures, as a limited amount 
of massage, stretchings, mechanical supports, and 
special exercises, together with a proper selection 
of operative method, improve every case. Regular 
observation and supervision are necessary for pro 
longed periods of time, many never passing beyond 
the need of supervision. Harrison W. MaArtsy. 


Reiner, H.: Pathogenesis of Hallux Valgus (Zur 
Pathogenese des Hallux valgus). Zischr. f. orthop. 
Chir., 1914, XXxxiv, 540. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


According to Reiner there is in many individuals 
a certain predisposition to the development. of 


hallux valgus. In very rare cases intra-uterine pres 
sure may lead to congenital hallux valgus. In most 
people predisposed to this deformity continuous 
external influences are necessary to produce the 
deformity. Among such influences are walking on 
the tiptoes, walking with shoes that are not resistant 
enough, and chiefly improperly made shoes, too 
pointed shoes, or shoes made from too pliable leather. 
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The pressure of the shoe first places the great toe in 
a position of abduction, and this position is increased 
by walking. The tendon of the flexor hallucis longus 
slides laterally between the first and second metatar- 


sals, and a shortening of the tendon and an increase 

of the deformity soon results. The only successful 

treatment of this painful deformity is operative. 
GLAESSNER. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Calvé, J.: Some Preliminary Observations on 
Scoliosis. Am. J. Orth. Surg., 1914, xii, 13. 
By Surg., Gynec. & Obst. 

Calvé and his colleagues have studied the physio- 
logical and pathological movements of the verte- 
bral column and thorax, and in a preliminary paper 
treat only of the movements of rotation of the 
vertebral column and of their amplitude according 
to the location of the vertebra. They deal especially 
with the rotation of the spine; i. e., amplitude of 
rotation: cervical region—free and very great; 
dorsal region: (1) upper and middle portions — 
free and very great; (2) lower portion — difficult 
and of small amplitude; lumbar region — none. 

The author cites experiments showing his reasons 
for the above outline. Especial stress, from a 
therapeutic point of view, is laid on the absence 
of lumbar rotation in normal and pathological cases. 

Calvé says that Forbes’ explanation of getting 
his results by torsion, which causes an “indirect 
derotation of the rib,” is insufficient, because, 
owing to the absence of rotation in the lumbar 
region, there is also a correction of the scoliosis 
by a ‘‘direct derotation by the vertebra.” 

In regard to the pathogeny of scoliosis in general 
Calvé believes these facts should be considered: 

1. The invariable length of the rib. 

2. The impossibility of deforming the upper 
orifice of the thorax owing to the conformation and 
structure of the first rib. 

3. The orientation of the sternum, which even 
in the most pronounced cases of scoliosis remains 
median and retains its transverse position. 

4. The fact that in the most severe cases of 
scoliosis the costal gibbosity and the lateral plane 
of the thorax on the same side remain always inside 
of a sagittal plane, passing through the summit of 
the armpit and along the external border of the 
iliac crest. 

These four facts, when there is a tendency to 
scoliosis, may cause an increase in the deformity by 
the working of three forces: 

1. The bending of the rib, caused by the median 
orientation of the sternum, and the fact that the 
greatest curve of the rib is normally in the posterior 
part, tends to rotate the body of the vertebra to the 
convex side. 

2. Because of the orientation of the sternum, 
the rib on the concave side of the thorax also tends 
to pull toward the concave side on the rear portion 
of the vertebra. 

3. A third force having the same tendency is 
the curvature of the spine itself, which creates a 


compression on the concave side of the bodies, and 
their natural tendency is to escape this by slipping 
toward the free convex side. Lioyp T. Brown. 


Bucholz, C. H.: Further Studies of the So-Called 
** Sciatic-Scoliosis.””, Am. J. Orth. Surg., 1914, 
xii, go. By Surg., Gynec. & Obst. 

Sciatic scoliosis is not an anatomical entity but 
merely a symptom. It occurs most frequently 
between the thirtieth and fortieth year, and is 
never observed below puberty or above seventy 
years. 

Heterologous cases are more common than 
homologous, and males are more commonly affected 
than females. Traumatism is the most important 
etiologic factor. In a marked lateral deviation a 
flattening or reversal of lumbar lordosis occurs. 
The prognosis is more favorable in a case with a 
definite traumatic etiology. Males being subjected 
to more trauma, single and repeated, lateral devia- 
tions are common in males, but rare in women. 
The following classification gives a concise clinical 
record of 108 cases carefully examined and observed 
for a long period. 


CLASSIFICATION ACCORDING TO ETIOLOGY 
AND DEVIATION, 


Male patients: Heterologous — single trauma 27, 
repeated trauma 3, occupational 22, colds 4, alcohol 
3, neisser or specific 4, hypertrophic arthritis 5, 
pathological process 1, neurotic 1, miscellaneous 3. 
Homologous — single trauma 5, repeated trauma 
©, occupational 2, colds o, alcohol o, neisser or 
specific 2, hypertrophic arthritis 2, pathological 
process 1, neurotic 1, miscellaneous 2. 

Female patients: Heterologous — single trauma 
4, repeated trauma o, obstetrical 2, gynecological 
1, hypertrophic arthritis 1, pastural and indefinite 
7. Homologous — single trauma 1, repeated trau- 
ma 1, in the remaining o. 


TABLE I. 


CLASSIFICATION ACCORDING TO AMOUNT 
OF DEVIATION. 

Marked heterologous 48, slight 
marked homologous 7, slight 


TABLE II. 


Male patients: 
heterologous 25, 
homologous 8. 

Female patients: 
heterologous 13, 
homologous 2. 

Several cases of sciatic scoliosis showed sacro- 
iliac displacements which were corrected under 
ether anesthesia. In cases with definite trauma 
the onset of pain is in direct relation to the amount 


Marked heterologous 2, slight 
marked homologous 0, slight 
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of deviation of the spine and pelvis. The mobility 
of the spine varies according to the amount of 
pelvic deviation or list. Muscle spasm, atrophy, 
and the condition of reflexes vary also according to 
the deviation of the spine and pelvis. 

Many of the X-ray plates show structural 
changes in bones and cartilages, as well as in soft 
tissues. A comparative diagnosis of lumbosacral 
and sacro-iliac regions shows: 

1. A severe ligamentous strain and adjacent 
bones may be fractured. 

2. Surrounding tissues may show severe involve- 
ment while the fracture is not extensive. 

3. Clinical findings should be compared with 
X-ray findings. 

4. Clinical changes are not always in proportion 
to the symptons of traumatic and infectious lesions. 

5. Comparative X-ray pictures are usually 
necessary. 

The treatment selected and its success is depend- 
ent upon the correct pathological interpretation. 

HARRISON W. MALTBY. 


Kleinberg, S.: The Abbott Treatment of Rigid 
Scoliosis; with a Report of Sixty Cases. Am. J. 
Orth. Surg., 1914, xii, 134. 

By Surg., Gynec. & Obst. 

In an impartial review of sixty cases, the author 
has attempted to prove the definite value of this 
method. 

Individual tolerance, nervous temperament, and 
home surroundings were found to be important 
factors which caused about one-third of cases to 
discontinue taking treatment. Cervicodorsal 
curves proved to be most obstinate, and in these 
no permanent changes were secured. 

Double scoliotic curves showed external improve- 
ment, but the X-ray findings did not confirm this. 
The curves being marked, the reduction of one 
exaggerated the other. If the compensatory curve 
was slight, greater results were obtained, and a 
few cases of severe type showed marked improve- 
ment, but relapses occurred soon after cessation of 
treatment. Pain of varying degree was caused by 
the peculiar position necessary in the cast, the 
pressure-pads, elevation of low shoulder, the re- 
straint of breathing, and shifting of hips and shoul- 
ders. Other factors, such as insomnia, dyspnoea, 
vomiting, excoriation of the skin, acceleration of 
pulse, lessened chest expansion, compression of 
breast, disinclination to exercise, weakness and 
prostration, militated against the treatment. 

Mildly rigid scoliotic spines can be materially im- 
proved, but no perfectly corrected spines result from 
the treatment. HARRISON W. MAttsy. 


Report of the Committee on the Treatment of 
Structural Scoliosis to the American Ortho- 
pedic Associaton. Am. J. Orth. Surg., 1914, xii, 5. 

By Surg., Gynec. & Obst. 


At the annual meeting of the American Orthopedic 
Association in June, 1913, a committee, composed 


of Freiberg, of Cincinnati, Silver, of Pittsburgh, and 
Osgood, of Boston, was appointed to investigate 
and report at the 1914 meeting on the present-day 
methods and results of treating structural scoliosis. 

Through this system of submitting certain un- 
proven therapeutic measures to an unbiased in- 
vestigating committee, there has been inaugurated 
a new and efficient method of clinical research 
which secures for the profession a speedy and im- 
partial conclusion. 

In order to determine the feasibility of prosecuting 
the work by means of personal observation, the 
committee submitted a questionnaire to the members 
of the association and to such others as were repre- 
sented as doing especially creditable work in this 
line, which resulted in the committee asking for 
personal demonstration of groups of six cases each, 
as follows: 

Sever, of Boston, to demonstrate the Lovett- 
Sever method. 

Adams, of Boston, to demonstrate the Mackenzie 
Forbes method. 

Kleinberg, of New York, to demonstrate the 
Abbott method. 

Abbott, of Portland, Me., to demonstrate his 
own original method. 

The different methods studied agree in their 
general plan: the amount of primary correction 
secured by each is maintained by means of plaster 
jackets and further correction is sought by cutting 
windows over the concavity and the insertion of 
pads over the convexity of the thorax; removable 
jackets, corsets, or braces being worn afterward 
while gymnastic treatment is being instituted. 

The methods differ in the position in which the 
trunk is fixed, the method of applying the force, and 
the degree of force used. 

A percentage system of grading the different 
methods was adopted. ‘The principal points con- 
sidered were the severity of the cases before treat- 
ment, as demonstrated by photographs, X-ray 
plates, etc., and the results obtained by the different 
methods in the various degrees of severity. The 
grades of efficiency in treatment as reported by the 
committee were as follows: 

pnd 
Lovett-Sever’s method, as demonstrated by 


Mackenzie Forbes’ method, as demonstrated 
by Adams 

Abbott’s method, as demonstrated by Klein- 
berg 

Abbott’s method, as demonstrated by him- 


It is the opinion of the committee that overcor- 
rection of the deformity is apparently possible by 
means of the Abbott method in cases of moderate 
severity and, occasionally, in the very severe cases. 

Overcorrection must be secured and maintained 
for a sufficient length of time to prevent a partial 
or complete relapse of the deformity. 
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Abbott’s method seems to have given better 
results in his own hands than in the hands of his 
followers. 

Forbes’ method succeeds in overcoming the rota- 
tion in some cases. 

The Lovett-Sever method shows no decided gain 
over the older procedures. 

In order to inspect a larger series of cases and 
determine more accurately the value of the newer 
methods, the committee has been continued for 
another year. RosBert B. Corre.p. 


Abbott, E. G.: The Mechanics of a Plaster Corset 
in Lateral Curvature of the Spine. Am. J. 
Orth. Surg., 1914, xii, 30. By Surg., Gynec. & Obst. 

In reviewing Adams’ paper on treatment of 
lateral spinal curvature, Abbott again presents 
the cardinal principles of his method. The spine 
of youth is flexible and is capable of taking almost 
any position, while a pathological lateral curvature 
is an exaggeration with distortion increased to a 
degree of deformity. In both, flexion with rotation 
of vertebrz on their vertical axes occurs, the body 
of the vertebrae always pointing toward the con- 
vexity of the lateral bend. 

A physiological curvature may become a patho- 
logical curvature if maintained long enough, or the 
reverse may be brought to a greater extreme than 
the original condition. The forcible correction of 
lateral curvature is passive, except the breathing. 
Lateral bending of a spine necessitates rotation of 
vertebra; the reverse also is true. Correction is 
brought about through the unrotating of the 
thoracic body and vertebrz by a fixed force against 
the bulging ribs in the construction of the cast with 
the hammock and pads or by pads inserted later 
through windows. Force by pads must also be 
applied anteriorly on the depressed ribs, thereby 
increasing the flexion of the spine, which admits of 
greater lateral bending in the opposite direction. 
Rotation of hips and shoulders facilitates the 
flexion, consequently greater lateral bending. The 
pull applied by the traction bands with the body 
weight fixing the bulging ribs on the hammock is 
half way between a lateral and perpendicular pull, 
and pulls the thorax, except that portion of the 
bulging ribs, backward, and this position is main- 
tained while the cast is applied. Later pressure 
with the pads simply increases this position. 

Harrison W. MAtLtsy. 

Don, A.: Pott’s Disease in the Cervical Region, 


with Methods of Bone-Splinting. Bri/. A/. J., 
1914, li, 460. By Surg., Gynec. & Obst. 


The author says Hibb’s method is useful mainly 
in the dorsal region and that Albee’s is equally satis- 


factory in the dorsal and lumbar regions. In the 
cervical region these methods are not so readily 
applicable. Practically the only spinous processes 
which can be used are the second and seventh, the 
others being too much flattened out. The method 
Don employs is to expose the spines from below the 


seventh to above the second spine by an ordinary 
central incision, the seventh and under side of the 
second spines being well cleared of periosteum, and the 
space packed with gauze to arrest hemorrhage. A 
piece of rib long enough to stretch from the tip of 
the seventh spine to well over the second is quickly 
excised subperiosteally from a most convenient 
part of the chest wall next the operator. A hole is 
drilled in the wider — generally anterior — end of 
this piece, large enough to fit easily over the seventh 
spine, which has been cleared of periosteum to receive 
it. When the piece is adjusted over the seventh 
spine, with the convexity forward, it is then easy to 
mark and cut across at the point which will just fit 
into the groove below the second spine. A small 
hole for a suture is drilled in the upper end of the 
piece of rib, and through this is put a stitch of silver 
wire or catgut, a curved needle being threaded to 
one end of it. With the needle it is quite easy to get 
a good grip of the interspinous ligaments and ten- 
dons between the second and first vertebra or the 
base of the skull and thus to fix the upper end of the 
splint. Very little depends on this suture, for the 
muscles and fascia when sutured together over the 
splint in closing the wound are sufficient to hold it 
in good position until healing takes place. Should the 
second spine not be available owing to the disease 
being in the first or second vertebra, a length of rib 
is taken sufficient to be jammed against the base of 
the skull and fixed there. M. S. HENDERSON. 


O’Neal, A. H.: Report of a Case of Osteo- Arthritis 
of the Spine, with Remarks on the Diagnosis 
and Treatment. Penn. M.J., 1914, xviii, 954. 

By Surg., Gynec. & Obst. 

The author cites an interesting case which shows 
how unreliable and misleading symptoms may be. 

The disease is considered a complication of other 
diseases or simulates some of the pathological condi- 
tions of those diseases. The pain of abdominal and 
chest diseases being caused by local inflammation 
and stimulation of the nerves indirectly through the 
spinal cord, painful sensations are made manifest 
and show cause for difliculty in diagnosis. The 
main points in diagnosis, as pointed out, are: (1) 
long durations with exacerbations, worse on one 
side; (2) possible inaction involvement of other 
points; (3) careful spinal examination and use of 
the X-ray. Faulty metabolism is considered a 
strong etiological factor, and of the proteids and 
carbohydrates especially. Infections are also con- 
sidered causal factors. 

This disease begins in the most movable parts of 
the spine, hence lessened mobility is diagnostic, or 
at least suspicious. The varying gradations of 
mobility plus compensatory movements compli- 
cate the diagnosis. The treatment suggested con- 
sists in good hygiene, spinal extensions or supports, 
electricity, vaccines, and massage. 

The clinical findings show a neuritis, an absorp- 
tion of lime salts, with a deposit of new-bone about 
the articular surfaces. Harrison W. MAttsy. 
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Sauvé, L.: Surgical Operations in the Gastric 
Crises of Tabes (Les interventions chirurgicales 
dans les crises gastriques du tabés). Prog. méd., 
1914, xlii, 205. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

It may be said in regard to the pathogenesis of 
crises that typical crises cannot be attributed to the 
vagus. ‘To be sure there are vagus crises, but they 
are not painful; they consist rather in nausea, 
vomiting, and crises of the larynx, pharynx, and 
heart. Typical crises are very painful and asso- 
ciated with disturbances in the region of the inter- 
costals. Their origin is in the posterior roots of 
the fourth to the tenth segments, not in the stomach, 
where they are only localized. They ordinarily 
appear in the beginning of tabes and cease when 
the nerve-fibers in the roots and the ganglion are 
destroyed by the disease. 

Why should operation be performed when the 
crises stop of themselves and do not cause death? 
Operation should be performed only when the 
crises interfere with nutrition; when weakness in- 
creases to such an extent as to threaten life; when 
the crises are very frequent, long, and painful; 
when they cause cachexia; when they do not show 
any tendency to retrogression; and when they sim- 
ulate severe stomach disease. 

According to the pathogenesis, only operations 
should be performed that exclude the ganglion and 
the posterior roots, which are the origin of the pains. 
Therefore the following operations should be re- 
jected: Hoenel’s simple laminectomy, Schiiller’s 
incision of the central sensory tracts in the surface 
of the cord, Jaboulay’s removal of the solar plexus 
around the aorta, Exner’s double vagotomy at the 


SURGERY OF THE 


Davis, J. S.: The Use of Small Deep Skin-Grafts. 
J. Am. M. Ass., 1914, Ixili, 985. 
By Surg., Gynec. & Obst. 


SKIN, 


Davis has followed the idea of Reverdin, as intro- 
duced in 1869, but instead of using small superficial 
grafts for covering granulating surfaces he uses 
what he terms “‘small deep grafts.’ He says that 
grafts which are somewhat deeper and contain more 
of the true skin give a more stable healing and the 
final result is more like the normal skin in character 
than when the thinner grafts are used. Autografts 
usually take best. 

Clean, firm, rose-pink granulations make the 
best surface for planting grafts of this type. On the 
day preceding operation all secretions and crusts 
are removed, the granulations are painted with 
tincture of iodine and dressed with balsam of Peru 
and castor oil 1:3, or with boric or salt gauze. At 


FASCIA, 


SURGERY OF THE SKIN, FASCIA, APPENDAGES 


NERVOUS SYSTEM 

cardia, which is only to be recommended in vagus 
crises and to overcome the vomiting of the typical 
crises. 

The operations which exclude the ganglion may 
be divided into three groups: 

1. Operations outside the spinal canal of the 
type of Frankl’s operation, which is not very severe. 
The intercostals from the fifth to the eleventh or 
twelfth are laid bare without opening the spinal 
canal, and torn out, and with them the posterior 
root. The disadvantages are that the ganglion is 
not directly affected, but by tearing out the posterior 
root chromatolysis is caused in the cells of the 
ganglion; therefore the operation is unreliable. 
Gambier in 1913 reported 19 cases with 8 re- 
coveries, 9 recurrences, one improvement, and one 
death. 

2. Operations inside the spinal canal — intra- 
dural — of which Forster’s operation is a type, con- 
sist of resection of the posterior roots from the fifth 
to the eleventh segments on both sides. The dis- 
advantages are: considerable mortality and _ fre- 
quent recurrence. 

3. Operations inside the spinal canal 
dural — are as effective as the second class of 
operations and as harmless as the first. Guleke 
incises the posterior roots outside the dura, and 
Tinel and Sauvé ligate them on account of the 
severe hemorrhage from lesions of the plexus ot 
veins in incision. 

The author recommends that Frankl’s operation 
be performed first; if there is recurrence, then the 
posterior roots should be ligated by ‘Tinel and 
Sauvé’s method, or ganglionectomy performed by 
Sicard and Desmarest’s method. STREISSLER, 


— extra- 


AND APPENDAGES 

the time of operation this dressing is removed and 
the wound washed carefully, after which it is thor- 
oughly dried, as grafts hold better on a dry surface. 

The area from which the grafts are obtained is 
prepared by shaving, cleansing with soap and water, 
then with ether, and later with alcohol. A _ local 
anesthetic of 1 per cent quinine and urea hydro- 
chloride, or 0.5 per cent novocaine and adrenalin, is 
usually enough. The infiltration anasthesia does 
not seem to affect the viability of the grafts. 

The technique of obtaining these grafts is to pick 
up a portion of skin on the tip of a needle and cut 
the little pyramid, thus formed, at its base with a 
scalpel. The grafts thus obtained are placed in rows 
5 mm. apart. When 2 rows are in place a strip of 
rubber protective 1.5 cm. wide is applied over them; 
then it is pressed down firmly, which causes the 
edges of the graft to uncurl and lie flat. The next 
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Drilling surface to diploé (Mayo). 


two rows are similarly covered, the different strips of 
rubber protective, however, overlapping. The ends 
of the strips may be fastened to the skin by means of 
a few drops of chloroform. Strips of moist salt gauze 
and immobilization is all that is necessary. 

The patient should be kept in bed and the dress- 
ings changed on the second or third day and the 
wound irrigated with normal salt solution. The next 
dressing should be a bland ointment on some old 
linen, and, if the growth is not vigorous, 8 per cent 
scarlet red or zinc ointment should be applied. 
When the new epithelium has covered the surface of 
the wound, the dressing may consist of a dry powder, 
as zinc stearate, and the surface exposed to the air. 
A marked desquamation may result; this, however, 
can be controlled by the application of olive oil. 


SURGERY 


The author states that the shrinkage in the size 
of the wound after grafting with small grafts is in 
some cases quite remarkable. The grafts seem 
to stimulate marginal epithelium in some way. 

EUGENE Cary. 


Mayo, C. H.: The Preparation of Dry Bony Areas 
for Skin-Grafting. Ann. Surg., Phila., 1914, lx, 
47%. By Surg., Gynec. & Obst. 

The author states that while the principle of the 
method is not new, the simplicity of the technique 
and the fact that it is so seldom used seems to war- 
rant a brief description. 

By means of a small drill the entire dry area of 
bone is perforated like a sieve, or cribriform plate, 
over its entire surface as shown in the illustration. 
These perforations are about a quarter of an inch 
apart and penetrate to the diploé of the skull 
or to the blood supply of the bone involved so 
that each perforation shows a slight hemorrhage. 
Through these perforations, granulations are rap- 
idly thrown out and soon merge on the surface, 
allowing an abundant blood supply for the skin- 
grafts. 

Since infection of the diploé or vascular area of 
the bone may occur, such a wound must receive 
excellent care, at least until protective granulations 
appear. For a number of years past several cases 
have been thus treated. These have included large 
areas of the skull remaining after the excision of 
carcinoma, sarcoma, or infections with pneumococci. 
The speedy healing of the wounds has been very 
gratifying. 

Occasionally, recurring ulcer of the leg in elderly 
people involves the bone also. The usual history of 
such cases is that when young they had a prolonged 
osteomyelitis with extensive destruction of both bone 
and soft tissues. The scar of the skin is solidly 
attached to the bone which early in life furnishes 
nutrition to it, but as time passes the bone becomes 
of ivory hardness and occasions indolent ulcers, due 
to malnutrition, which recur from time to time. 
While some cases may be readily covered by sliding 
adjacent tissue over the areas, it is a simple process 
to drill a few openings into the bone until it bleeds 
freely. The resulting granulation tissue with its 
new vessels furnishes nutrition for the denuded bone. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Chastenet de Géry, P.: Tolerance of the Tissues for 
Foreign Bodies, Especially Rubber Grafts (La 
tolérance des tissus pour les corps étrangers 4 propos 
des greffes de caoutchouc). Gaz. d. hép. civ. et milit., 
1914, Ixxxvii, 809. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives a general discussion of the de- 
gree of absorption by the body of various substances, 


taking into consideration not only their physical 
and chemical properties, whether they are smooth or 
rough, whether they are movable or motionless in 
the tissues, and whether they are infected or sterile, 
but also, and chiefly, the nature of the tissues in 


which they lie. For instance, muscular or serous 
tissue bears a foreign body better than cellular tissue. 

The author concludes that rubber is a material 
that is closely related to the body (not the hard, 
vulcanized form, but the soft elastic rubber), and 
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that it is a suitable material for replacing soft 
tissues. Even blood, which is the most sensitive of 
the tissues to foreign bodies, does not react to it by 
coagulation, as was shown by replacing a part of 
the aorta in a dog by a rubber tube. There was no 
dilatation and no contraction, and after months it 
was functioning normally. It may be used instead 
of fascia, fat, and muscle in ankyloses and adhesions. 
Glove rubber may be used. Fieschi had excellent 
results with his ‘“‘new flesh,’’ a rubber sponge that 
was used to close the femoral ring; it was completely 
penetrated by granulations and took without any 
reaction. It is the best substitute for fat, aponeuro- 
sis, and muscle in plastic operations. Rupp. 


SERA, VACCINES, AND FERMENTS 


Schubert, G.: Treatment of Tumors with Tumor 
Extracts (Die Behandlung von Tumoren mit Tu- 
morextrakten). Monatschr. f. Geburtsh. u. Gynak., 
1914, xl, 487. By Surg., Gynec. & Obst. 

Schubert describes 8 cases that he has treated by 
Lunckenbein’s autolysate method. While the re- 
sults were not brilliant, most of the cases were in 
such an advanced stage that little could be expected 
of any method of treatment. In one case of sarcoma 
of the tonsil there was marked improvement, but 
the patient refused further treatment on account of 
the slight pain of the injection. In a case of cancer 
of the breast the enlarged glands in the axilla and 
neck underwent marked regression. It would seem, 
therefore, that this treatment offers hope of further 
development. It offers the advantage over radio- 
therapy that it is constitutional in its effect, while 
the latter is purely local. There was never implanta- 
tion metastasis at the site of injection. 

The question is discussed of whether the reddening 
at the site of injection can be regarded as a positive 
tumor reaction and be used for purposes of diagnosis. 
Abderhalden has succeeded in making rat sarcomata 
disappear by injecting extracts of the sarcomata 
into dogs and then injecting the serum from the dogs 
ipto the sarcomatous rats. He is now undertaking 
experiments of the same sort in human beings with 
serum obtained from horses after the injection of 
extract of human cancers. A. Goss. 


BLOOD 


Wohlgemuth: A New Method of Stopping Paren- 
chymatous Hzemorrhage (Eine neue Methode 
zur Stillung parenchymatoser Bliitungen). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Hemostasis by organic tissues is an emergency 
measure and by no means to be relied upon, be- 
cause it is pushed aside by fresh hemorrhage. 

Kocher-Fonio’s coagulen is better, especially in 

hemophilia, but less suited for profuse hemorrhage 

from the veins. As a general rule it is not the 
ferment that is lacking, but the physical condition 
that must be improved. From this point of view 


the author shows that the tampon produces ideal 
conditions. The disadvantage is that the tampon 
must be removed and this gives rise to secondary 
hemorrhage; therefore, absorbable tampons must 
be used. The author, in conjunction with Jeger, 
of Breslau, has devised one. The material is 
prepared from fresh sheep’s intestine, which is 
treated in a certain way. When this was used, 
wedge-shaped excisions taken from the kidney 
caused no hemorrhage. Profuse hemorrhages 
from wounds of the liver and spleen were promptly 
stopped. The material was absorbed without any 
reaction, and after a few weeks a few elastic fibers 
could be seen in the microscopic specimens only. 

JEGER reported that he had also stopped hemor- 
rhages from the carotid and the brain sinuses with 
the aid of this new material. 

KocueER, of Bern, stated that he had long ago 
been convinced that contusions caused the majority 
of post-operative thromboses. Before every opera- 
tion he looks for old thromboses. When varices 
exist he performs Trendelenburg’s ligation with 
multiple incisions. He lets the patients get up 
soon in order to guard against slowing of the blood 
current. Fonio was led to the making of coagulen 
by examining the blood in Basedow’s disease, 
which is known to coagulate poorly. He recom- 
mends coagulen for venous and parenchymatous 
hemorrhage, for example in transplantation of 
bone. He lays special stress on the avoidance of 
secondary trickling from the wound. Primary 
suture can often be used and, for example in goiter 
operations, drainage may be avoided. Twenty- 
five years ago Paulstedt prepared a tampon material 
from sterilized catgut, but the results of his ex- 
periments were not published. 

One of the participants in the discussion pointed 
out that rise of pressure in the vena cava is in- 
fluential in post-operative thrombosis. The wall of 
the vein becomes soaked with blood. Early rising 
is a two-edged sword; although it avoids inter- 
ference with the venous circulation, it leads to 
rise in pressure and so to thrombosis. 

Konic, of Marburg, has found that with trans- 
plantation, especially of fat, necrosis takes place 
at the point where the transplant is embedded. 
He implants aseptic foreign bodies to stop hamor- 
rhage, especially sponges which take aseptically 
and are quickly penetrated by living tissue. 

ALBRECHT, of Vienna, has used bone ash on a 
substance resembling pyrocatechin. 

PeRTHES, of Tiibingen, uses for the same purpose 
a fluid prepared from the extracted juice of the 
thyroid gland, according to Schlossmann. 

KOrTE, of Berlin, uses pieces of omentum to stop 
hemorrhage from the region of the gall-bladder, but 
without resecting them. Thromboses and emboli 
most frequently appear in septic processes in the 
abdominal cavity. He has never had any good 
results from raising the foot of the bed, and like- 
wise does not commend early rising after laparote- 
mies, for he has seen embolism result. 
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MUuteEr, of Rostock, says that statistics show 
that early rising has markedly decreased the fre- 
quency of thrombosis after laparotomy. 

FRIEDRICH, of Kéngisberg, in hemorrhage from 
parenchymatous organs, recommends temporary 
clamping of the hilus, the use of the contused tissue 
as a tampon, and suture of the capsule. He thinks 
that extirpation is too frequently performed. He 
has frequently seen aseptic thrombi as the cause of 
post-operative pulmonary embolism, these thrombi 
originating after menstruation in the parauterine 
venous system. 

Von HaBERER, of Innsbruck, wondered that ail 
the speakers on the subject had discussed the visible 
varices of the saphenous veins. He considers they 
are not the ones that play the most important part 
in post-operative thrombosis and embolism. He 
regards as much more dangerous the deep veins of 
the calf, where deep ascending thromboses may form 
very gradually, as he had recently seen in a very 
tragic fatal case after herniotomy. In such cases 
he believes the proposed ligation of the saphenous 
vein for the purpose of preventing thrombosis 
may not only do no good, but may do positive injury. 

DREYER, of Breslau, demonstrated an especially 
long embolus of the femoral artery coming from the 
arch of the aorta, extracted above Poupart’s liga- 
ment after the injection of salt solution through a 
deep incision into the artery. 

RIEDEL, of Jena, thinks that the origin of throm- 
bosis is less simple than it has been made to appear. 
He pointed out its rarity after operations on the 
lower extremity, especially on the knee-joint. He 
doubts whether it occurs in children under 11 years 
of age. Moreover, thrombosis is almost always on 
the left side, probably because the left vein, crossed 
at right angles by the artery, passes between the 
latter and a small vein; therefore, immediately 
after the operation he has the left leg elevated. He 
thinks that superficial breathing and the defective 
suction on the blood resulting from it are responsible 
for the frequency of thrombosis after laparotomy. 
In conclusion he calls attention to the thrombi of the 
prostatic plexus in men. KATZENSTEIN. 


Fonio, A.: Effect of Intravenous and Subcutaneous 
Injection of Coagulen Kocher-Fonio in Animal 
Experiments and Therapeutically (Uber die 
Wirkung der intravenésen und der subcutanen In- 
jektion von Koagulen Kocher-Fonio am Tierver- 
such, nebst einigen therapeutischen Erfahrungen). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1914, xxvii, 642. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The blood-platelets are the specific carriers of 
thrombogen and the chief cause of coagulation of 
the blood. Fonio prepared a 5 to to per cent solu- 
tion of animal blood-platelets in physiological salt 
solution and sterilized it by boiling it for two minutes. 
He injected 20 to 500 ccm. of this solution in- 
travenously into dogs and rabbits, and obtained 
in every case a marked decrease in the coagulation 
time. Subcutaneous administration had a similar 
but slighter effect. He then used the remedy in a 


series of patients with severe hemorrhages with very 
good results. In melena neonatorum, nasal polyps, 
and hemorrhage from stomach ulcers prompt 
hemostasis was secured. As to dosage, he gives 
50 to 70 ccm. of a 3.5 per cent solution intravenously 
and then enough subcutaneously so that the patient 
has had in all 5 gr. coagulen — that is what he calls 
the preparation. 

The cases must be considered individually—the 
more anemic the patient, the smaller the dose. 
Coagulen treatment is indicated in severe hemor- 
rhages of all kinds, and also prophylactically before 
operations, in obstetrics and in hemophilia. It is 
contra-indicated when there are changes in the inti- 
ma of the blood-vessels and in all diseases that show 
a tendency to the formation of thrombi, such as 
arteriosclerosis, syphilis, varices, phlebitis, aneurism, 
uncompensated heart diseases, pyemia, sepsis, etc. 

In conclusion, the best known methods of hemo- 
stasis are reviewed and Fonio states that only direct 
transfusion of blood meets the simplest theoretical 
indications, as it introduces into the body an excess 
of the substances that produce coagulation. As 
coagulen contains one of the chief factors that in- 
duce coagulation, it is next best in effect to blood 
transfusion. The extraordinary ease with which 
the solution is made is a factor of importance in its 
practical usefulness, as is also its simple method of 
administration, the best method of which is a com- 
bination of intravenous and subcutaneous injection. 
Its use is still in the initial stage. VorperBRicce. 


Nagoya, C.: Infectious Thrombosis (Uber die Frage 
der infektidsen Thrombose). Virchow’s Arch. f. 
path. Anat., etc., Berl., 1914, ccxvi, 287. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Experiments were made on dogs and rabbits with 
streptococci, staphylococci, and pneumococci. After 
laying bare the vessel to be experimented on — the 
veins of the abdomen and neck and femoral arteries 
— a fresh culture of the bacteria was placed directly 
on the vessel wall with a platinum wire. The main 
trunks and collaterals were carefully guarded from 
injury, which might lead to a change in the blood- 
pressure, so that the thrombus without any mechan- 
ical alterations could be studied. Serial sections of 
the vessels were made, and examination of them 
showed that a thrombosis can be produced in the 
vessel by an infectious process directly on or in the 
neighborhood of the vessel wall, without any other 
etiological factors, such as slowing of the current, 
injury of the vessel wall, chemical changes in the 
constituents of the blood, etc. These thrombi con- 
tained a thrombus of blood-platelets as a nucleus. 
There was no direct relation of the bacteria to the 
thrombus formation. 

Any particular rate of speed of the blood is of no 
importance in the origin of thrombosis; slowing of 
the current is only a secondary, auxiliary condition. 
But Ribbert’s view is right that endothelial injury 
or changes in the walls are the decisive factors in 
thrombosis. ZIEGLWALLNER. 
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Voelcker: Experimental Study of the Causes of 
Post-Operative Thrombosis and Embolism 
(Experimentelle Studien zur Ursache der post- 
operativen Thrombose und Embolie). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Pulmonary embolism is preceded by a prodromal 
stage with subjective symptoms and increasing so- 
called mounting pulse. On autopsy, brownish 
liquefied blood-clots are found in the depths of the 
wound. These facts, as well as the late appearance 
of the embolism to to 20 days after operation, led 
the author to think that a toxic action, proceeding 
from the changed coagulum was the cause of the 
disease. A direct imitation of the conditions in 
animal experiments produced no results, but the 
intravenous injection of small quantities of auto- 
lyzed blood for a few days did. The animals be- 
came emaciated and, about 20 days after the last 
injection, died. On autopsy white thrombi were 
found in the right side of the heart and also in the 
left side, and frequently there were thrombi in the 
lungs. All this occurred only when sterilized blood 
was used. Voelcker believes therefore that em- 
bolism occurs in human beings when the veins at 
the site of operation are not well ligated and dis- 
integrated blood is carried through them into the 
circulation. This explains the frequency of thrombi 
after the Trendelenburg position and their rarity 
after ligation en masse. KATZENSTEIN. 


BLOOD AND LYMPH VESSELS 


Frisch, O. R. von: Experience with Aneurisms in 
Military Surgery (Kriegschirurgische Erfahrungen 
iiber Aneurysmen). Beitr. z. klin. Chir., 1914, xci, 
186. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The number of traumatic aneurisms has greatly 


increased over those observed in former wars. 
Among the goo wounded in the Reserve Hospital at 
Sofia there were 16 cases of aneurism, all but one 
of which were operated upon. Blood-vessel injuries 
may be caused by spent bullets as well as by grazing 
bullets. Grazing shots of the vessels, because of the 
stronger elastic contraction of the walls and the 
bending of the lumen of the artery, are more apt 
to produce aneurism than penetrating wounds, in 
which the blood current may not be interfered with 
and the entrance and exit wounds may be sealed up. 

Diagnosis could be made at first in only a small 
percentage of the cases, for in many of the cases all 
of the symptoms were lacking, especially the circum- 
scribed tumor, the rhythmic murmur, and pulsation. 
In some cases extensive subcutaneous and intermus- 
cular hematoma confused the diagnosis. In some 
cases there was not even a rise of temperature and 
failure of the peripheral pulse. If all these symptoms 
fail, the suspicion of an injury to the artery is justi- 
fied if a marked swelling of an extremity after a shot 
into the deeper tissues, that was considered an 
aseptic hematoma, does not decrease in size after 
several days’ conservative treatment. If there is 


also continuous or increasing pain and marked 
functional disturbance the diagnosis of aneurism is 
probably correct. 

Every aneurism should be treated surgically. 
Gunshot injuries of the vessels, if there is no hemor- 
rhage or marked infection, after as complete immo- 
bilization as possible, should be sent to a good reserve 
hospital. The best time for operation is in the third 
to the fifth week, when the track of the bullet has 
healed aseptically, the aneurism has not yet been 
transformed into an organized sac, and a sufficient 
collateral circulation has been established. The cir- 
culation should be cut off, preferably by an Es- 
march’s bandage, during the operation. If an 
Esmarch’s bandage cannot be applied, the artery 
should be laid bare toward its central end and a 
Hoépfner’s artery forceps applied. Signs that the 
collateral circulation have been established are: (1) 
normal color of the periphery; (2) arterial bleeding 
from the peripheral opening of the injured artery; 
(3) stasis peripherally from the clamped vein. 

If the circulation is defective an attempt to suture 
the vessel is justified. Von Frisch has always per- 
formed the radical operation by Kikuzi’s method of 
intracapsular ligation, opening the sac freely and 
emptying it out. The injured place, which is easy 
to locate on account of the bluish white coloring of 
the intima, is seized and ligated. The author has 
never found degenerative changes after this method 
of operation, which is the simplest for the operator 
and the safest for the patient. Grotu. 


Neal, D. W.: Arteriovenous Anastomosis in the 
Upper Extremities for Impending Gangrene. 
Illinois M. J., 1914, xxvi, 171. 

By Surg., Gynec. & Obst. 

Neal gives a brief review of the development of 
arteriovenous anastamosis, a résumé of the proce- 
dure as applied to the upper extremity, and a com- 
plete report of one case. 

The first attempt at anastamosis in man was by 
Santrustejin in 1902, although Frank, Raymond, 
Pettit, and others had experimented along these 
lines. Since 1902, Carrel, Bernard, Horsley, and 
Bernheim have gradually improved the technique 
and placed the procedure on a firm basis. 

Eighty cases have been reported with successful 
results. Of these, 6 only were in the upper extrem- 
ity, because, as the author states, indications for 
anastomosis in that part are fairly rare, and the 
operators are reluctant to work with such small 
vessels. 

The author’s case was a man of 52, who had been 
enjoying excellent health except the loss of use of 
the right leg, due to an attack of anterior polio- 
myelitis at the age of 7. For a crutch he used a 
broom-stick with cross-bar so that the entire weight 
of the body was borne by the right axilla. In 1913 
a severe pain developed in the right hand, elbow, and 
axilla, the pulsation of the arteries gradually dis- 
appeared from the arm as far as the shoulder, and 
the entire arm became cold and cyanotic with a 
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gangrenous area the size of a dollar on the dorsum of 
the hand. 

At operation, the axillary artery and branches 
below the acromial thoracic were thrombosed and 
completely occluded. An anastamosis was made by 
suture between the artery and vein at this level. 
Immediately following operation, pulsation was 
noted in the superficial veins, the color improved, 
and the skin became warm. Five months later the 
result was ideal. 

The author emphasizes the possibility of conserva- 
tive treatment and recommends the use of the 
Lespinasse magnesium rings in place of the suture. 

The conclusions are: 

1. The anastamosis should be done more fre- 
quently. 

2. The operation is successful in 85 per cent of 
cases. 

3. The operation is no more severe than amputa- 
tion. 

4. Nothing is lost by anastomosing first, as am- 
putation can follow if necessary. 

5. End-to-end anastomosis is the best method. 

6. The results appear to be permanent. 

7. Anastomosis has entirely displaced throm- 
botomy. Puitirs M. CHASE. 


POISONS 


Giinther, E.: Reducing Power of the Tissues in 
General and Local Infections (Uber die Reduk- 
tionskraft der Gewebe bei den allgemeinen und 
lokalen Infektionsprozessen). Arb. a. d. Geb. d 
path. Anat. u. Bakteriol., Festschr. f. P. v. Baum- 
garten, Tiibingen, 1914, ix, 316. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Giinther studied the reducing power of the tissues 
under pathological conditions by means of vital 
staining; he used 10 ccm. of a 0.3 per cent solution of 
methylene blue to the kilogram of weight in rabbits. 
To study the reducing power in general infectious 
processes he made a trephine opening in the skull and 
then infected the animals with anthrax and chicken 
cholera. The results were not uniform in anthrax 
because of the slow course of the disease, but in the 
rapidly developing septicemia from chicken cholera 
ending in death, the reducing power of the body 
cells, measured in the brain, was markedly de- 
creased. 

A different technique was used in the study of 
local infectious processes. The rabbits, in this case, 
were previously treated with killed tubercle bacilli 
or with non-virulent living bacilli of the human type, 
or with highly virulent bacilli. The methylene blue 
solution was injected intravenously in different 
stages of the tubercular disease and the animals 
killed after three to five minutes. The lungs were 
then immediately examined and the reaction of the 
tubercular foci to the coloring matter determined. 
From the beginning of tubercle formation there was 
a decrease in the reducing power of the tubercles. 
There was also a zone with decreased reducing power 
around the tubercles. M. von BRUNN. 


SURGICAL THERAPEUTICS 


Reymond, G.: Treatment of Tuberculosis, Par- 
ticularly Surgical Tuberculosis, by Recalcifica- 
tion (Contribution 4 l’étude du traitemant de la 
tuberculose et en particulier du traitement des 
tuberculoses chirurgicales par la méthode de recal- 
cification). Thése de doct., Montpellier, 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The empirical treatment of tuberculosis with 
calcium salts is old. A theoretical basis for it was 
set forth in Robin’s work, in 1895. Normal calcium 
metabolism is of such a nature that the amount of 
calcium present in the body cells and fluids is con- 
stant. If there are variations in the calcium intake 
or excretion, the skeleton assumes the function of 
regulation, giving up calcium when it is needed or 
taking up any excess. Before and in the beginning 
of tuberculosis the calcium intake is decreased by 
gastro-intestinal disturbances, acid fermentation, 
and general acidosis, and the excretion is increased 
by the action of toxins, increased oxidation, and 
fever. The consequent calcium impoverishment is 
made up at first as far as possible by the skeleton, 
to such a degree that tubercular patients often float 
on the water in their bath. Later, general calcium 
impoverishment takes place when the skeleton can 
no longer make up the deficit. 

The question is yet in dispute as to whether the 
demineralization is a cause or an effect of tuberculo- 
sis. The facts remain that tubercular lesions heal by 
calcification, that tubercular patients are deminer- 
alized, and that the administration of calcium has 
a favorable effect on tuberculosis. 

The treatment is not limited to the administration 
of calcium, but also undertakes to lessen the excre- 
tion of calcium. This is done by decreasing acid 
fermentation and by increasing the alkalinity of the 
body fluids. For this purpose overnutrition is 
avoided and sufficiently long intervals allowed to 
elapse between the meals. Alcoholic drinks are 
forbidden, as well as acid and fermentation produc- 
ing foods (cheese), and butter and sauces. Two 
hundred to three hundred gm. of bread should be eat- 
en daily; also an abundance of vegetables, but little 
meat. The only drink allowed is carbonated lime 
water. A powder is given three times daily, consist- 
ing of calcium carbonate 0.5, calcium phosphate o.2, 
magnesium calcarea o-o.15, sodium chloride o-0.15. 
With the beginning of gray stools or constipation 
the dose is decreased. 

The mode of action of the calcium treatment is 
not exactly clear; the assimilation of the calcium 
salts is possible. At any rate the skeleton takes up 
calcium, the teeth become hard again, oxidation 
decreases, and the fever declines. In patients in the 
first and second stages of pulmonary tuberculosis 
there is a rapid improvement in the general condi- 
tion; on a light diet there is an increase in weight, 
which of course does not begin until the patient has 
been under treatment a considerable length of time. 
Gradually the local symptoms and the signs on 
auscultation disappear. There are good results also 
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in tuberculosis of the larynx. The same is true of 
tubercular peritonitis, in which surgical intervention 
is only occasionally indicated in the forms with 
ascites. 

The author shows the favorable effect of the treat- 
ment in peritonitis, epididymitis, and cervical gland 
tuberculosis by means of case histories from his own 
and others’ experience. In osteo-arthritis the ad- 
ministration of calcium is a supplement to other 
methods of treatment. HARRASS. 


ELECTROLOGY 


Stillians, A. W.: The Present Status of Radiothera- 
py in Europe. Chicago M. Recorder, 1914, xxxvi, 
482. By Surg., Gynec. & Obst. 

Stillians states that the reaction against immense 
doses of radium has already set in on account of 
severe immediate as well as late injuries having 
resulted. Good effects can be obtained by smaller 
and more careful dosage. The increase of the dis- 
tance of the radium from the body is also a step in 
the right direction. ‘The technique, however, must 
be developed yet. Radium has not superseded the 
réntgen rays even in pelvic carcinoma. The most 
brilliant results were obtained with réntgen rays, 
while a fair percentage of cases have received won- 
derful benefit from radiotherapy. However, re- 
currences are still possible. 

Efforts to aid radiotherapy by the intravenous 
injection of the salts of cholin or by the production 
of antibodies are still experimental. 

Methods of measuring doses are still imperfect. 
The greatest experience and painstaking care are 
required. Besides this difficulty there is a wide 
variability of sensitiveness to radio-activity. 

The results of réntgentherapy in menorrhagia 
are brilliant; injurious after-effects are much less 
frequent than had been anticipated, but ‘“‘caution 
and patience”’ must still be the watchword of the 
radiotherapeutist. LEOPOLD JACHES. 


Holding, A. F.: The Relative Value of Radium in 
Dermatology. J. Am. M. Ass., 1914, lxiii, 741. 

By Surg., Gynec. & Obst. 

Holding gives a résumé of the relative value of 

radium in dermatology in comparison with other 

more available and accessible physical methods, 


such as the X-ray, high-frequency desiccation, 
ultraviolet rays, caustics, carbon dioxide snow, and 
surgery. In comparing the relative value of these 
methods the following eight points should be con- 
sidered: 

1. Cost. Radium is far more expensive than any 
of the other methods. Massive réntgen rays, elec- 
tric desiccation, and ultraviolet rays come next in 
expense. Surgery and caustics are the cheapest. 

2. Ease of application. As to ease of application, 
much depends on the training of the person who ad- 
ministers the treatment. Each therapeutist will 
naturally do the best work with the greatest ease 
by employing that agent with which he is most 
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familiar. Other things being equal, radium and 
caustics are easier to apply than the other agents’in 
question. 

3. Time consumed in treatment. Radium applica- 
tions require much longer time than any of the other 
methods. They require hours while the other 
treatments require minutes. 

4. Pain. Radium, réntgen ray, and ultraviolet 
light treatments in proper dosage cause no pain. 
Electric desiccation and carbon dioxide snow cause 
slight pain. Surgery and cauterization are very 
painful and require a local anesthetic. Chemical 
caustics are the most painful. 

5. Cosmetic effects. Cosmetic effects are the best 
after radium, réntgen rays, ultraviolet light, desic- 
cation, and carbon dioxide snow, and the poorest 
after surgery or cautery. 

6. Dangers. With a proper technique there is no 
danger with any of these methods. Poor technique 
is a de facto contra-indication for the use of any 
agent. 

7. Superficial healing and deep extension. The 
well-demonstrated superficial healing powers of 
radium and the réntgen rays should not lead the 
surgeon to attempt to cure too extensive a lesion 
with these agents alone, lest the lesion make deep 
inroads, while valuable time is wasted on superficial 
healing. 

8. Indications in dermatology. Non-malignant 
and skin conditions, such as warts, moles, nevi, 
acquired blemishes, like tattoo marks or keloids, 
lupus, ureteral caruncles, mycosis fungoides, blasto- 
mycosis, and acnes can readily be controlled by 
X-rays and electric desiccation. If one has the 
equipment, massive doses of réntgen rays, carbon 
dioxide snow, and ultraviolet rays may be used in 
these conditions with advantage. Radium will give 
good results, provided the radium and time necessary 
are available. Surgery is contra-indicated for 
superficial lesions, because better cosmetic results 
can be obtained with less danger and less pain by 
non-surgical methods. Psoriasis, eczema, and skin 
diseases due to faulty metabolism should be treated 
first by systemic measures, including radium emana- 
tion if available. When this does not produce the 
desired results, electrical methods, such as réntgen 
rays in divided doses, are indicated. In deeper 
malignant conditions of the skin the following 
therapeutic procedure should be adopted: 

1. Massive réntgen deep therapy or massive 
radium deep therapy. 

2. Complete radical operation, preferably by 
bloodless methods, such as_ thermopenetration, 
electrocautery, or massive caustics (Strobel). 

3. Fulgeration (de Keating-Hart) into 
wound. 

4. Post-operative réntgen deep therapy or mas- 
sive radium deep therapy. 

In hopeless malignant skin conditions the pa- 
tient’s symptoms can frequently be much amelio- 
rated by massive deep réntgenotherapy or by radio- 
therapy. 


the 
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MILITARY SURGERY 


Tuffier: Military Surgery (Contribution a l’étude de 
la chirurgie de guerre). Bull. Acad. de méd., Par., 
1914, Ixxi, 150. By Surg., Gynec. & Obst. 


Tuffier has had experience from the firing line of 
the Vosges to the hospitals at the rear. He believes 
that antisepsis is incomparably superior to asepsis, 
and thinks we should return to the antisepsis of 
Lucas-Champonniére and to Chassaignac’s drainage, 
and that the French method of preservation of 
limbs should be adopted. Rifle bullets are least 
harmful, shrapnel next, and bursting shells worst. 
As the latter are apt to cause gangrenous septicemia 
and tetanus they should be removed at once if pos- 
sible. Compound fractures of the limbs are more 
serious the nearer they are to the root of the limb; 
those of the upper third of the femur are worst. 
Injuries of the thorax are generally quite benign and 
rarely require operation. 

At the different hospitals Tuffier visited he saw 
cases with very large exit wounds, which would 
indicate that the forbidden explosive bullets had 
been used. Freight trains are used to transport 
wounded, for they carry twice as many as passenger 
trains, and as there are about 4,000 men wounded 
each day it is necessary to transport them as rapidly 
as possible. He was struck by the excellence of the 
first dressings and the fracture apparatus improvised 
at the front. He finds simple wooden splints best. 

As the hospitals near the firing line are constantly 
in danger of being abandoned if there is an advance 
or captured if there is a retreat, only urgent surgery 
should be performed there. He had hoped to find 
that abdominal surgery could be done at these 
hospitals, but was disappointed. The only thing to 
do with the abdominal injuries is to place the patients 
in a sitting position and not give them food till they 
can be taken toa hospital. Even at the rear, among 
five abdominal cases operated upon only one lived. 
He has found that both patients and those caring for 
them show a tendency to re-dress too frequently; 
often it would be better to leave the dressings alone. 
One of the most serious complications of wounds is 
tetanus, and for this the transportation trains have 
been blamed. It is possible that a man might contract 
tetanus from being carried in a car that had been 
used for horses, but when the patients are placed in 
the trains their wounds are covered; so that theory 
is scarcely probable. Tetanus is generally caused by 
bursting shells carrying earth into the wound, so 
that its origin is practically always on the battle 
field, though it does not become manifest until later. 
Tuffier is convinced that if cultures were made from 
the surface of wounds, tetanus bacilli would often 
be found. Antitetanic serum, therefore, should be 
given on the battle field, even before the first dress- 
ing. Other serious complications are septicemia and 
gaseous gangrene. The wounds should be treated 
by scrupulous cleansing, application of hydrogen 
peroxide, and good drainage; foreign bodies should 
be removed at once. A. Goss. 
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Capitan: Injuries of the Thorax by German Bullets 
(Quelques observations sur les plaies du thorax par 
balles de fusil allemand). Bull. Acad. de méd., 
Par., 1914, xxi, 130. By Surg., Gynec. & Obst. 


It is generally considered that injuries of the 
thorax by modern rifle bullets are not very serious 
if the bullet traverses the thorax without injuring 
the heart or mediastinum. Capitan has found in his 
experience in the present war that this is true if the 
bullet is fired at close range, is moving rapidly, and 
if it strikes the thorax perpendicularly and does not 
remain embedded in it. It is not true if it strikes ob- 
liquely and if it has lost its speed, as then the lesions 
are more serious and heal more slowly. The results, 
of course, are still worse from shrapnel and bursting 
shells than from rifle bullets. 

In the discussion REYNITER called attention to the 
fact that soldiers with injuries of the lungs should 
be protected from cold, for if exposed or too much 
fatigued they are apt to have secondary traumatic 
penumonia. They should not be given a certificate 
of recovery and returned to service too soon; it is 
preferable to send them home on leave of absence to 
give the blood in the pleura time to absorb and give 
the lungs an opportunity to cicatrize. A. Goss. 


Picqué, L.: Conservation of Limbs in Injuries to 
the Soft Parts and Fractures of the Diaphy- 
sis (De la conservation des membres dans les plaies 
des parties molles et les fractures diaphysaires). 
Bull. Acad. de méd. Par., 1914, 1xxi, 156. 

By Surg., Gynec. & Obst. 


Picqué is an earnest advocate of conservative 
methods. Formerly amputation was performed in 
almost all cases of injuries to the limbs, and it was 
only in the Russo-Japanese war that the value of 
conservative treatment was first demonstrated. 
The chief aim of the surgeon at the front should be to 
protect wounds from infection, for the majority of 
fresh wounds are aseptic. There should be no digital 
or instrumental examination of wounds, and they 
should be immediately covered with a dry, antisep- 
tic dressing. In the hospitals at the rear there are 
two classes of cases, the septic and the aseptic. In 
the first class abstention from operation and in- 
frequent dressing give the best results. It is better 
not to search for bullets. Abstention from opera- 
tion is best also in cases of moderate infection. 
Amputation is necessary in few cases except those of 
total gangrene. A few cases that have been too long 
at the front or those in which there are very grave 
nerve lesions may demand amputation. Wounded 
soldiers are, as a rule, young men without organic 
defects, who are capable of undergoing a slow but 
progressive convalescence. A. Goss. 


Goebel, W.: Treatment of Gunshot Fractures of 

the Extremities (Erfahrungen bei der Behandlung 

von Schussbriichen der Extremitaten). Beitr. z. 
klin. Chir., 1914, xci, 373. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author tells of his experience in the Fourth 


Reserve Hospital at Belgrade. His conception of 
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primary infection differs from that of most authors. 
By primary infection he means only infection from 
the bullet, and he classes all others as secondary in- 
fection, especially infection from bits of clothing 
carried in by the bullet. His dictum that infection 
is practically always secondary is therefore only 
apparently different from that of the other military 
surgeons of the Balkan war. 

Operation should not be performed immediately 
after the coming of the transport; it will do no harm 
to wait two or three days. Many fractures of the 
limbs are severely infected. Free opening of the 
wound generally obviates the necessity for amputa- 
tion. Many infections subside under plaster casts. 
These should either be fenestrated or in the form of a 
bridge cast. Where there is no infection, gunshot 
fractures are among the most favorable of com- 
pound fractures in comparison with civil injuries, 
because there is less contusion of the soft parts, less 
displacement of the fragments, and less shortening. 
Among to fractures of the femur there were 6 with- 
out shortening and 4 with shortening of 2 to 3.5 cm. 

In fractures of the lower limbs Goebel prefers plas- 
ter casts;in those of the upper arm, extension. He 
prefers plaster for transportation in preference to 
any other method of dressing, because it is a better 
safeguard against infection. The longer the time of 
transportation the greater the percentage of infection 
in all gunshot wounds; but in the long transportation 
from Prilep, Monastir, and Adrianople the number 
of infections in gunshot fractures was lessthan in the 
earlier shorter transportations, because they were 
fixed with plaster dressings. However, the location 
of the entrance and exit wounds must be indicated 
for the benefit of the hospital surgeon. FRANZ. 


Lotsch, F.: Gunshot Injuries of the Vessels by 
Pointed Bullets; Their Treatment in Military 
Surgery (Schussverletzungen der Gefiisse durch 
Spitzgeschoss und ihre kriegschirurgische Behand- 
lung). Beitr. z. klin. Chir., 1914, xci, 175. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Since the introduction of covered bullets, especial- 
ly pointed bullets, there has been a great increase 
in the number of blood-vessel injuries, as the body 
tissues do not yield before the bullets on account 
of their extraordinary swiftness. These injuries 
constitute a high percentage of the injuries causing 
death on the battle-field. However, a great number 
of the injured escape with their lives and sooner or 
later present themselves for medical treatment. 
When the wounds are dressed a great number of 
blood-vessel injuries escape detection, and some- 
times, therefore, especially when the means of 
transportation are bad, the patients die of secondary 
hemorrhage while in transport. Because of the 
smallness of the entrance and exit wounds, and the 
manner of displacement of the tissues, especially 
the muscles, direct communication with the out- 
side is not established; the primary hemorrhage is 
so slight that it is not noticed, and an injury to the 
blood-vessels is not thought of. 


All degrees of vessel injuries are observed. Some- 
times the bullet opens the vessel sheath, passes 
between the artery and vein, and injures both to a 
certain extent. Frequently “silent”? hemotamata 
develop, that is, those that do not show pulsation 
or murmur, but after a few days they show the 
characteristic symptoms and become demonstrable 
clinically. If the means of transportation are good, 
silent hamatomata should be fixed firmly and the 
patient carried to the field hospital. 

With rest and compression many vessel injuries 
recover without operation. The vessel should be 
ligated both above and below the injury; this proce- 
dure, however, should be avoided as far as possible on 
the field; if rendered necessary by hemorrhage it 
should be done if possible under anesthesia and 
with Esmarch’s bandage. 

Aneurisms which do not give any decided indica 
tions for operation, such as threatening rupture or 
pressure gangrene, are treated by compression; 
operation on them should be performed, so far as 
possible, only in stationary hospitals. Operation 
consists in the ligation of both the afferent and 
efferent vessels and the extirpation of the aneurismal 
sac. Suture of the vessels is very unusual. Sron. 


Hiibbenet, V. B.: Effect of Pointed Bullets Based 
on Experimental Data (Uber die Wirkung des 
Spitzgeschosses auf Grund experimenteller Daten). 
Sammi. d. Mitt. d. Arzte d. Russ. Gesellsch. v. Roten 
Kreuz, 1914. By Zentralbl. f. d. ges.Chir. u.i. Grenzgeb. 


From his experience, Hiibbenet does not think 
that rotation of the pointed bullet occurs very fre- 
quently. Bone injuries from pointed bullets are 
severer than those from oval bullets only at close 
range. Tangential shots of the skull show many 
fragments of varying sizes. Unlike Fessler, the au- 
thor finds rotation of the bullet in penetrating wounds 
of the skull very seldom. Penetrating wounds of 
the skull, even in the Balkan war, showed a favorable 
course. Injuries of the lung by pointed bullets are 
less severe than injuries by oval bullets, as the 
destruction of lung tissue is less. In abdominal 
injuries a factor of importance is whether the bullet 
strikes an empty or a full intestine. Deformity of 
the bullets was frequently observed in the Balkan 
war. ‘The better the bullets are made the less 
deformity there is. 

The author comes to the following conclusions: 

1. The number of wounded will increase in future 
wars, as the force of the pointed bullet is very great 
and every soldier can carry more of them because of 
their light weight. 

2. The percentage of severe injuries will increase, 
transverse wounds will be particularly unfavorable, 
and the danger of infection will increase. 

3. The first effect of the bullets will be more 
favorable than that of wounds with bullet Model 88. 
He thinks the effect of the pointed bullet is not 
slighter than that of an oval bullet of the same 
caliber, and, because of its ballistic properties, the 
arming of soldiers with it is advisable. Hoxseck. 
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Goldammer, F.: Experience in Military Surgery 
in the Greco-Turkish and Greco-Bulgarian 
War, 1912-1913 (Kriegsirztliche Erfahrungen aus 
dem griechisch-tiirkischen und_ griechischbulgar- 
ischen Krieg, 1912-1913). Beitr. s. klin. Chir., 1914, 
xci, 14. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives an interesting review of the 
military hygiene and sanitary service among the 
Greeks and Turks. The section on gunshot injuries 
is of especial value because it establishes a standard 
for surgical treatment in war. Operation should not 
be performed on the field. The value of Esmarch’s 
bandages in the hands of stretcher-carriers is ques- 
tionable. Good surgeons are necessary in the front 
lines, not to operate, but to see that transportation 
is properly carried on. Mastisol is not necessary for 
the first dressing. Tincture of iodine to disinfect 
the region of the wound is unnecessary—purely 
aseptic dressing being indicated. 

French dressing packages are impractical because, 
when opened, the loose compresses fall out on the 
ground, and because they require too much space. 
Moreover, the Greeks cannot, of course, read the 
French directions. Primary infection is the most 
important; secondary infection is unusual. How- 
ever, the body can overcome the majority of even 
the primary infections if sufficient rest is given. A 
correct judgment as to the real character and fre- 
quency of infections can be gained only by one who 
has worked at the front as well as in the hospitals. 
The farther toward the front one is the greater the 
number of infections encountered. 

Goldammer does not approve of plaster for the 


first dressing of fractures, but believes only splints 
should be used. When stationary treatment is possi- 
ble, fenestrated plaster casts should be used, or, 
preferably, extension—the ordinary adhesive plaster 


extension. When there is no infection, gunshot 
fractures heal quicker than compound fractures in 
civil life. In infected fractures there should be as 
little interference as possible; every fragment should 
be preserved as long as possible. Pyocyaneus infec- 
tion is not dangerous, and is best treated with dry 
boric acid. 

Infection is more frequent in shrapnel and gre- 
nade injuries than in injuries from infantry fire. 
S-bullets oscillate more readily and remain in the 
wound more frequently. The author has never 


seen rotation of the bullet in the wound. The effect 
of S-bullets is about the same as of oval ones; nor 
is there any difference in regard to the frequency of 
infection. It is worthy of note that phlegmons from 
gunshot injuries of the soft parts quickly undergo 
retrogression under a compression bandage. In 
infected fractures compression bandage is not possi- 
ble, because fixation of the fragments by a plaster 
dressingis more effective in overcoming the infection. 
In large injuries of the soft parts heliotherapy is 
valuable; until the patient becomes accustomed to 
it there is always fever. 

There is nothing new reported in regard to in- 
juries of the vessels. It is pointed out that large 
hematomata should never be incised; otherwise, 
under the bad conditions that prevail in war, there 
are severe phlegmons followed by sepsis. 

In regard to gunshot wounds of the skull the au- 
thor agrees with Holbeck that in tangential and seg- 
mental shots operation should be performed at 
once; in shots through the diameter, only rarely. 
Fractures of the lower jaw should be treated with 
Schréder-Ernst splints. The prognosis is very bad 
in gunshot injuries of the spine. Laminectomy is 
indicated only when there is only an entrance wound 
or when there are certain signs that exclude complete 
transverse lesion. 

Gunshot wounds of the lung are generally favor- 
able as to life and function, but not always so sim- 
ple as is generally assumed. The most serious com- 
plication is haemothorax, which should never be 
punctured. It always causes fever that is very simi- 
lar to that of empyema. Several illustrative curves 
are given. 

In gunshot wounds of the abdomen conservative 
treatment is very strongly indicated—27 of 30 cases 
recovered. Rest is necessary, and 6 to 8 days’ 
abstention from food, with intravenous injection of 
an adrenalin-salt solution. Réntgen apparatus is of 
value only in the hospitals; otherwise they are play- 
things that injure the patients. 

Goldammer’s experience includes 746 gunshot 
injuries—546 of them musketry shots, 159 shrapnel, 
and 41 grenade injuries. His experience is especially 
interesting because he has worked at the front as 
well as in the hospitals, and because he had a great 
deal of military experience in the Southwest African 
campaign. FRANZ. 
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Maury, J. M.: Cancer of the Uterine Cervix. J. 
Tenn. St. M. Ass., 1914, vii, 195. 
By Surg., Gynec. & Obst. 


The author states that of the cases of cancer of 
the uterine cervix coming to the surgeon, only a 
small percentage are in the operable stage of the 
disease. In his own clinic 10 per cent and in Wer- 
der’s, of Pittsburgh, 35 per cent were in the operable 
stage. In Austria, where a campaign of education 
has been carried on, the clinics of Schauta and 
Wertheim show 52 percent and 55 per cent respect- 
ively of operable cases. 

Operative cases, i.e., no recurrence after 5 years, 
are reported as follows: 

= avivee per cent 

Wertheim........ 42.5 percent 

dra igicciod rare per cent 

Kelly and associates...........20 per cent 

16.66 per cent 

These results show what may be done if the sur- 
geon can get hold of these cases early enough and 
will do the radical operation after the method of 
Wertheim. Werder’s modification of substituting 
the cautery for the ligature has not been in vogue 
long enough for a judgment to be rendered of what 
its results will be in the hands of others. 

The whole subject resolves itself 
phases, viz.: 

1. Education of the public. 

2. Education of the family physician. 

3. Thorough operative procedure by a competent 
surgeon. Harvey B. MAtTrTHews. 


into three 


Wilson, T.: The Results of Radical Operative 
Treatment of Cancer of the Uterus. Med. 
Press & Circ., 1914, xcviii, 302. 

By Surg., Gynec. & Obst. 

Wilson states that in England the abdominal 
operation is becoming the routine method of dealing 
with cancer of the uterus. The reasons for this are: 

1. It affords a better oversight of the field of 
operation than the vaginal procedure. 

2. The vaginal operation requires special skill 
and technique, which most operators have not de- 
veloped; hence, the usual procedure—coleotomy— 
is best in such hands. 

3. The affected glands cannot be removed by 
the vaginal route—this is an important point to 
note. 

The difficulties of estimating justly the curative 
results of operation for cancer of the uterus are very 
great because (1) the disease is very uncertain in its 
course and duration, and (2) the actual “‘virus of 


cancer’’—not yet discovered—seems to pass 
through varying phases of growth and activity— 
now active and virulent, now dormant and non- 
virulent. Again the individual host plays a very 
important réle, for it is well known that some pa- 
tients succumb very much faster than others and 
there are some who possess a relative immunity 
against the disease. 

Wilson’s results are given in the following tables: 

Cases of cancer of the uterine body seen until 
June 30, 1909: 

ToOtalcasesseen.............450 

Radical operations 31=62 per cent 

Deaths following operation. ...2=6.4 per cent 

Cases free from recurrence for 5 

years and upwards.......... «£2 

Absolute curability. . : 24 per cent 

Results of vaginal hystere c tomy for cancer of the 
cervix to June 30, 1909: 

52 operations on 288 patients. 

Average operability, about 18 per cent. 

Death following operation. ae 

Patients surviving 5 years and — 5 is 

Absolute curability . : .5 per cent 

Results of abdominal hy sterectomy for cancer of 
the cervix to June 30, 1909: 

32 cases in 98 patients. 

Operable ratio. : 

Deaths following oper ration. 

Free for 5 years and upwards. . . 

Absolute curability. . ee 10.2 per cent 

The ratio of oper rability has steadily increased 
from 14 per cent prior to 1899 to 36 per cent in 1913. 
The total number of patients remaining free after 
5 years and upwards has increased nearly twofold 
in the last decade, and the author is of the belief 
that with our present-day surgical methods it will 
be possible to achieve an absolute cure in 25 per cent 
of all cases of cancer. of the uterine cervix. 

Harvey B. MATTHEWs. 


32.5 per cent 


Dawydoff, G. A.: The Value of Cystoscopy in 
Determining the Operability of Carcinoma of 
the Cervix (Die Bedeutung der Cystoskopie zur 
Bestimmung der Operationsméglichkeit bei Por- 
tiocarcinom). Verhandl. d.l’russ. Krebskong., St. 
Petersb., 1914. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

From 120 cases of his own the author concludes 
that a normal cystoscopic picture is a complete 
guarantee that there will be no difficulty in freeing 
the bladder. The severest changes in the bladder 
are cancerous metastases in the wall of the bladder; 
oedema; swelling of the trigone, when this is not 
caused by purely mechanical factors. Von Horst. 
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Ralls, A. W.: Diagnosis of Fibroid Conditions of the 
Uterus; the Importance of Early Surgical Inter- 
ference. South. M.J., 1914, vii, 720. 

By Surg., Gynec. & Obst. 

The author considers “fibroid conditions” rather 
than “fibroid tumors”’ of the uterus only, as he 
desires to include ‘‘fibrosis uteri’? in the condition 
under discussion — the etiology, symptoms, and 
treatment being practically identical. 

The chief symptom is bleeding. Usually metror- 
rhagia and fibroid conditions must be differentiated 
from sarcoma, carcinoma, polyp, chronic metritis 
with endometritis, complications of pregnancy, 
chorio-epithelioma, subinvolution, and ectopic ges- 
tation. 

The dangers of delay in securing surgical treat- 
ment are: (1) a slow and sure debility due to ex- 
sanguination; (2) formation of dense adhesions; (3) 
nervous symptoms arising from impaired assimila- 
tion and impaired cell function; and (4) cardiac 
changes, 

The author reports 5 cases of ‘fibroid conditions’ 
of the uterus in patients ranging in age from 24 to 
35 years. The chief symptom was increased men- 
strual flow. One of the cases showed cardiac symp- 
toms which cleared after operation; another showed 
extreme nervousness for two years previous to 
operation. In another case a fibroid complicated 
a pregnancy. In the first case the fibroid was 
buried in adhesions, some of which had involved 
the ureter; these adhesions were left around the 
ureter, which broke down and ruptured on the 
fifteenth day, necessitating a removal of the kidney. 

EUGENE CARY. 


, 


Walter, J.C. M.: The Drug Treatment of Dysmen- 
orrhoea. Med. Press & Circ., 1914, xcviii, 304. 
By Surg., Gynec. & Obst. 


Walter gives some good suggestions for the drug 
treatment of dysmenorrhcea. 

First of all, alcohol (hot gin or whiskey) and 
morphine are freely used—but only under the 


physician’s direction. Phenacetin, in 15 gr. doses, 
may be given and repeated whennecessary. Acetan- 
ilid, 4 gr.; soda bicarbonate, 8 gr.; caffeine, 1 gr.; 
likewise the bromides, the author believes, depress 
the excretory function and, therefore, he does not 
use them. Belladonna, 1.5 gr., in a suppository, 
is quite potent. 

Of the organic extracts, thyroid is the best— 
10 to 15 grains a day being given for from 8 to 10 
days preceding the date of menstruation. 

External applications are of distinct value. Vari- 
ous solutions of oil of wintergreen, with or without 
menthol, are suggested. Cocaine applied to the 
nasal mucous membrane is often very efficacious. 

Hot hip baths with mustard and turpentine stupes 
are always helpful. 

Other drugs that are often helpful are gelsemium, 
chloral hydrate, apiol, valerian, viburnum pruni- 
folium and, lastly, asafcetida. The safety of ergot 
is questionable. Harvey B. Matruews. 


Shaw, W.F.: The Subdivisions of Chronic Metritis. 
J. Obst. & Gynec. Brit. Emp., 1914, xxvi, 73. 
By Surg., Gynec. & Obst. 

The author insists upon the use of the term 
“chronic metritis” for the clinical entity including 
a uterus that is symmetrically enlarged and hard, 
containing no fibromyomata or malignant disease, 
and which causes hemorrhage, pain, or leucorrheea, 
or a combination of these. He divides these cases 
into two groups: 

1. Chronic subinvolution, characterized by a 
regularly enlarged hard uterus with symptoms of 
hemorrhage, pain, or leucorrhcea, hemorrhage 
being by far the most constant symptom in cases in 
which one or more pregnancies have preceded. 

2. Hypertrophic uteri, characterized by the same 
clinical symptoms and findings but which have never 
been pregnant. 

Shaw objects to the term ‘“‘fibrosis uteri’ as 
applied to the first group and shows from his own 
specimens that the increase in the size of the uterus 
is due in very small part to increase in fibrous 
tissue, to a great extent to increase of elastic tissue, 
and to the greatest extent to increase in the amount 
of muscular tissue, this increase being due to im- 
perfect involution. In fifteen of the twenty-five 
specimens of this group the endometrium was 
markedly increased in thickness; only nine of them 
showed evidence of previous inflammatory reaction. 
The author does not claim that the condition is 
directly produced by inflammation. 

In the second group, of which Shaw reports four 
specimens, the uterine walls were considerably 
thickened but the most marked feature was the 
enormous increase in the thickness of the endome- 
trium. The elastic tissue followed the same arrange- 
ment as in the virgin uterus, and there was no in- 
crease in the percentage of the fibrous tissue. The 
blood-vessels were not increased in number or size. 
The increase in thickness of the uterine wall is here 
produced by a definite hypertrophy of all its con- 
stituents. 

The endometrium is primarily at fault in these 
cases, becoming thickened from some cause un- 
known. It then acts as a foreign body, thus 
causing uterine contractions, especially at the men- 
strual periods, and so brings about a ‘“‘ work hyper- 
trophy.” 

These two groups can always be distinguished by 
the arrangement of the elastic tissue. 

Nulliparous and parous uteri can always be dis- 
tinguished by the arrangement of the elastic tissue 
also: (1) in a nulliparous uterus the elastic tissue 
is confined chiefly to the internal elastic lamina of 
blood-vessels with only very thin fibrils in the 
media, adventitia, and between the muscle fasciculi 
of the mesometrium; (2) in a parous uterus some 
thick strands ‘of elastic tissue can always be found 
surrounding some of the blood-vessels. 

In the subinvoluted form large deposits of elastic 
tissue are found in the walls and around the blood- 
vessels. CAREY CULBERTSON. 
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Lenormant, C., and Petit-Dutaillis, D.: Indications 
and Results of Bouilly’s Operation; High 
Amputation of the Cervix and Colpectomy in 
Genital Prolapse (Indications et résultats de 
Vopération de Bouilly; amputation haute du col et 
colpectomie dans les prolapsus génitaux). Gynéc., 
Par., 1914, xviii, 241. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Of the three methods of operation —(r1) colpor- 
rhaphy and ventrofixation of the uterus; (2) total 
extirpation and plastic operation on the vagina and 
perineum; (3) high amputation of the cervix and 
plastic operation on the vagina and perineum —the 
latter is described in detail. There is hypertrophy 
and metritis of the cervix with cystic degeneration, 
laceration ectropy and erosion, and tapir-like cervix. 
High amputation of the cervix removes the hyper- 
trophied and infectious parts, decreases the size 
and weight of the uterus, and indirectly leads to 
involution of the remaining part of the uterus. The 
anterior colporrhaphy overcomes the cystocele, and 
acts favorably on the retroversion of the uterus by 
traction, while the posterior colporrhaphy overcomes 
the rectocele, narrows the vagina, closes the vulva, 
and gives the entire genital tract a firm support. 
It is well to precede this threefold operation by a 
curettage, for otherwise the curettage may have to 
be done afterward to insure complete success. 

The operative technique is described in detail. 
Among 15 cases, fixation of the uterus was necessary 
in only two. Among complications are mentioned 
injury of the bladder, and opening of the posterior 
Douglas’ pouch. The latter occurred 4 times in the 
15 cases. It does no harm, but care should be taken 
not to open the rectum. Sometimes hemostasis is 
difficult; to avoid the necessity for total extirpation 
it is well to ligate the uterine vessels. Secondary 
hemorrhage and hematomata in the cervical stump 
may occur and the latter may suppurate. 

Among the 15 women treated, 4 were examined 
afterward, some of them as late as 8 years. In these 
there were good mechanical and functional results. 
The recurrences involved only the vagina, not the 
uterus. PONFICK. 


Jellett, H.: The Relation of Theory and Practice 
in the Operative treatment of Genital Pro- 
lapse. Med. Press & Circ., 1914, cxlix, 239. 

By Surg., Gynec. & Obst. 

The author discusses the structures concerned in 
genital prolapse and urges the use of more rational 
operative methods in order to secure lasting repair. 

The recent tendency to adopt new methods and seek 

a panacea for all forms and grades of prolapse, 

without regard to the individual needs of the case, 

is deplored. Immediate relief is not always based 
upon an attempt to restore preéxisting normal con- 
ditions. The fallacy of various popular operative 
methods is demonstrated. An accurate knowledge 
of the normal supports and relations of the pelvic 
organs is essential to insure permanent results by 
operative means, since all cases of genital prolapse 
differ in form or extent and must be studied individ- 


ually from an anatomical standpoint. The anatomy 
of the female pelvis is peculiarly difficult to study in 
the dissecting room, because of the misleading 
effect of post-mortem changes and preservative 
processes. For accurate study the cadaver dissec- 
tions should be supplemented by observations on 
the living subject. 

The direct supports of the vagina and uterus are 
described and classified as follows: 

1. Vagina. (1) The converging planes of the leva- 
tor ani muscle with its investing fascia; (2) the 
vaginal suspensory ligaments, bands of connective 
tissue extending from the ischiatic spines inward and 
downward to the sides of the vagina—these are 
practically continuous with the uterosacral liga- 
ments; (3) the attachment to the cervix, which in 
turn is supported by the uterosacral ligaments and 
endopelvic fascia. 

2. Uterus. (1) Its vaginal attachment, (2) the 
uterosacral ligaments, (3) different layers of endo- 
pelvic fascia, extending laterally and anteriorly. 
The former are Mackenrodt’s, or the cardinal liga- 
ments, underlying the uterine vessels. The latter 
are the anterior false ligaments of the bladder, in- 
vesting the urethra and attached to the pubes. 
Indirectly, the uterus is supported by the general 
resistance of the pelvic floor, toward which, in its 
normal position, the uterus presents its area of great- 
est expanse. 

The structures giving direct support may all be 
identified in the living subject. In particular, the 
posterior attachments of the uterus and vagina may 
be palpated by a finger in the rectum while traction 
is made on various points of the cervix and vagina. 

The results of injury upon the supports above 
noted are described in order, and special stress is 
laid upon the sequence of events in the development 
of general prolapse due to puerperal injury. Prob- 
ably in most cases, after descent of the lower third 
of the vaginal wall — anterior wall, posterior wall, 
or both — the vault of the vagina sags downward, 
because of stretching of the vaginal suspensory liga- 
ments. The uterus eventually tilts backward, 
either because of its own weight and general relaxa- 
tion of the ligaments or because of a traction for- 
ward upon the cervix by the relaxed anterior vaginal 
wall. The uterus, falling into the axis of the vagina, 
loses its indirect support and its entire weight falls 
upon the uterosacral ligaments. Fascial tissue is 
strong but inelastic, and stretches under continuous 
strain. As a third stage, the middle third of the 
vagina descends and the prolapse is complete. 
Occasionally an extensive supravaginal cervical 
hypertrophy seems to indicate that the vault of the 
vagina has exerted long-continued traction before 
the uterus has begun to descend. 

Among complications is mentioned cystocele — 
the most common — its cause and its important réle 
in the causation of retroversion and descent of the 
uterus. 

A close study of prolapse shows that the complete 
stage is a result of an initial fault which alters the 
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normal distribution of weight on the suspensory 
mechanism. The initial fault and subsequent hap- 
penings must be studied before repair is attempted 
so that descent will not recur as a result of leaving 
one weak point. Ventral fixation failed because the 
cervix was still in position to descend into the 
vagina. Extensive plastic vaginal operations failed 
because the wedge-shaped uterus was still capable of 
dilating the vagina. Hysterectomy also was un- 
successful, since the vaginal vault frequently pro- 
lapsed afterward. 

A rational operation for prolapse consists of three 
parts: (1) the restoration of the direct supports of 
the uterus and vagina so far as possible; (2) the 
placing of the uterus in such a position that it offers 
the maximum resistance to descent; (3) the removal 
of complications and associated conditions, the result 
of prolapse. 

Four important structures of direct support to 
the uterus and vagina require attention: viz., (1) 
uterosacral ligaments, (2) endopelvic fascia, (3) 
suspensory ligaments of the vagina, (4) levator ani 
muscle. 

Shortening of the uterosacral ligaments may be 
done by Wertheim’s abdominal operation or by the 
author’s method per vaginam. Wertheim’s inter- 
position operation, mentioned below, especially calls 
for this when the uterus is small. The author is not 
convinced that Mackenrodt’s ligaments have much 
supporting value, but, where they may be shortened, 
the procedure should help support the cervix. Care 
should be taken not to kink the ureters, which lie 
in this region. These are moderately shortened by 


supravaginal amputation of the cervix. The vaginal 
suspensory ligaments are important and should be 
shortened, but no practical method has been devised 


because of their inaccessibility. Bishop’s method 
of internal suture of the vaginal vault is not justified 
because of the necessity of opening the peritoneum. 
Restoration of the levator ani muscle is easy and 
essential. The normal anteverted position of the 
uterus may be restored by shortening of the round 
ligaments or by ventral suspension in childbearing 
women. Wertheim’s interposition operation is the 
most valuable in cases past the menopause or in 
which there is no obstacle to the production of arti- 
ficial sterility. The uterus is brought forward and 
fixed between the bladder and vagina, thereby 
supporting these organs as well. Brief mention is 
made of the various complications of genital pro- 
lapse and methods of their removal suggested. 
S. B. Tryon. 


Novak, E.: The Surgical Treatment of Complete 
Prolapse of the Uterus. Surg., Gynec. & Obst., 
1Q14, XiX, 412. By Surg., Gynec. & Obst. 

The Watkins-Schauta “interposition” operation 
was performed in 26 cases of complete prolapse. 

With one exception the results were excellent. The 

one unsatisfactory result was in a case of fifteen 

years’ duration, with enormous outlet and attenua- 
tion of the levator ani. 


The two principal factors which govern the choice 
of operation for complete prolapse are, on the one 
hand, the desire of the patient to get permanently 
well, and on the other, the desire for more children. 
The Watkins-Schauta procedure, combined with 
sterilization, is indicated even in the case of the 
child-bearing woman with extensive prolapse, who 
has had a number of children, and whose sole desire 
is to get well, irrespective of the possibility of future 
pregnancies. Unless the uterus is very small and 
atrophic, so that it offers no support to the bladder, 
or unless there is a suspicion of malignancy, it is 
better to retain it. When hysterectomy is deemed 
advisable, good results are obtained by the operation 
advocated by Goffe. The cervix should be amputat- 
ed only when long and hypertrophic, or when it is 
the seat of ulceration. A properly performed 
perineorrhaphy is essential to the success of the 
‘‘interposition”’ operation. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Solowjew, T. A.: Relation of the Abderhalden 
Reaction to the Secretion of the Ovary (Zur 
Frage der Beziehungen der Abderhaldenschen 
Reaktion zur Sekretion des Ovariums). Zentralbl. 
f. Gynak., 1914, xxxviii, 622. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author had positive results with the Abder- 
halden reaction in all cases of known pregnancy; 
but in cases of gynecological disease and in perfectly 
normal women the reaction was sometimes positive 
and sometimes negative. The experiments showed, 
too, that there was a difference in the reaction with 
the serum of men and that of non-pregnant women. 

The author assumes that this is due to the fact 

that in sexually mature women the ovary has an 

effect on the fermentative activity of the serum. 
Bruno Wotrr. 


Jakobson, W. L.: Condition of the Ovaries after 
Removal of the Uterus (Das Verhalten der 
Ovarien nach Entfernung des Uterus). J. akush. 
i jensk. boliez., St. Petersb., 1914, xxix, 709 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Microscopic examination of the ovaries of two 
dogs, three and three and one-half years after extir- 
pation of the uterus showed contraction of the 
cortical layer, normal primordial follicles, all transi- 
tion stages to gradfian follicles, and well developed 
corpora lutea. The number of primordial follicles 
as compared with the normal was apparently de- 
creased, and there were also many atresic forms. 

These phenomena, as well as a marked develop- 

ment of connective tissue in the cortical layer, in- 

dicated trophic disturbances. HEIN. 


Goldspohn, A.: Resection of Ovaries. Tr. Am. Ass. 
Obst. & Gynec., Buffalo, 1914, Sept. 
By Surg., Gynec. & Obst. 


The theoretical objection to this procedure that 
all cystic or hydropic graafian follicles contain nor- 
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mal ova is unanimously voted down by all recorded 
histological and clinical observers except two. The 
practical objection that it is useless to remove such 
cystic follicles because they will continue to re-form, 
is shown to be without foundation when the cause 
of this degeneration — descensus or prolapse of the 
ovaries — is corrected efficiently when the resection 
is made. This fact is demonstrated by the actual 
results achieved by a number of operators cited and 
by the author’s own results. 

Under the head of pathological liabilities of the 
follicle cysts and persistent corpora lutea referred 
to, the literature of the last decade shows that they 
are not infrequently the source of pelvic hemato- 
celes which, before operation, are diagnosed as cases 
of extra-uterine pregnancy. The latter has wrongly 
been regarded by many, if not most, surgeons as 
the sole cause of these bleedings, especially since 
Saenger called attention to the frequency of tubal 
abortions. Very large ovaries with this follicular 
degeneration are found to be prevalent in patients 
bearing the stigmata of the status thymolymphati- 
cus; and in a number of carefully observed cases of 
uncontrollable and dangerous uterine bleeding in 
girls and sterile young women the ovaries have all 
been affected with this degeneration. 

After citing the opinions, practice, and results of 
numerous operators with resection of ovaries, the 
author reports his own cases, in each of which resec- 
tion of one or both ovaries was performed as an 
adjunct to some more formidable operation — 
usually for uterine displacement, diseased tubes, or 
neoplasms. He regards descensus and prolapse of 
the ovary as the chief cause of this condition, and 
holds that a severely aseptic technique, the use of 
fine plain catgut only, and the elevation of the ovary 
with the uterus, even out of the small pelvis, are 
essential to success; and therefore his cases were 
examined (1) for position and (2) for condition of the 
resected ovaries. 

Out of 151 cases, Goldspohn and two colleagues 
subsequently examined 68; of these, 55 were found 
to be cured and 12 relieved, and one case with fairly 
local findings was classed as a failure because of a 
persistent and growing mental abnormality. In 25 
other cases detailed information as to pelvic and 
general health and business capacity was obtained 
from answers to an extensive question-sheet; and 
of these, 19 could be counted as cured, 5 as relieved, 
and one as a failure; but in no case did a previously 
resected ovary call for surgical treatment again. 


Burdsinsky, T. A.: Surgical Treatment of Inflam- 
matory Diseases of the Adnexa (Die Chirurgische 
Behandlung entziindlicher Adnexerkrankungen). 
J. akush. i jensk. boliez., St. Petersb., 1914, xxix, 747. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author had 308 cases; 193 of them suppurative 
and 115 non-suppurative. The complications were: 
appendicitis in 10 cases, myoma of the uterus in 9, 
pregnancy in 2, perforation of the bladder in 1, 
perforation of the intestine in 2, miliary tubercular 


peritonitis in 5. About 50 per cent of the cases 
were of septic origin. Gonorrhoea and tuberculosis 
were second and third in importance, each about 
5 per cent. Both acute and chronic cases were 
operated on. Absolute indications are danger of 
perforation and presence of fistula, with severe 
disturbance in the general condition. A relative 
indication is failure of conservative treatment, 
carried out on an average of from one to two weeks. 
Laparotomy was performed in 227 cases, 37 of them 
being radical operations. The mortality was 1.7 
per cent—1.4 in suppurative and 2.2 per cent in 
non-suppurative conditions. Among 135 cases of 
“suppurative” laparotomies pus was discharged 
into the abdominal cavity in 67. None of these 
patients died. Nineteen and two-tenths per cent of 
the cases had fever. There were 81 vaginal opera- 
tions, 9 of them radical operations and 29 incisions. 
The latter showed a mortality of 10.3 per cent. 
Excluding the cases treated by incision, the vaginal 
cases showed a mortality of 1.9 per cent. HEIN. 


EXTERNAL GENITALIA 


Schubert: Construction of a Vagina by Implanta- 
tion of the Rectum (Uber den Ersatz der fehlen- 
den Scheide durch Implantatio recti). Zéschr. f. 
Geburtsh. u. Gynadk., 1914, Ixxvi, 268. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeh. 


The author points out the necessity of making a 
vagina for certain women. Krafit-Ebing and Mori 
cite cases of women who have committed suicide 
because of the impossibility of cohabiting. In 
contrast with Strassmann’s technique, the author 
does not make any cuff above the anus, in order 
not to draw the rectum down so far. The opening 
of the peritoneum is thus avoided and the formation 
of a fistula prevented. Nine operations have been 
performed by the method, four of them by the au- 
thor himself. There is the possibility of hematome- 
tra or hematocolpos being discharged through the 
newly formed vagina, but no case has thus far been 
reported. It is also possible that the patient may 
by this treatment be rendered capable of concep- 
tion. Hirscu. 


Strassmann, P.: Construction of a Vagina by 
Implantation of the Rectum (Uber den Ersatz 
der fehlenden Scheide durch Implantatio recti). 
Ztschr. f. Geburtsh. u. Gynadk., 1914, \xxvi, 257. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Fourteen cases of construction of a vagina from 
small intestine or rectum have been reported in the 
literature. The author describes a new case by 
Schubert’s method. The technique consists of 
stretching the anus; excision of the skin in the region 
of the hymen; then through the wound the anterior 
wall of the rectum is dissected with blunt instru- 
ments. The rectum is incised 3 cm. above the 
anus and is drawn into the entrance wound and 
sutured circularly. The coccyx is resected with 
the patient in the right lateral position. The pelvic 





66 INTERNATIONAL ABSTRACT OF SURGERY 


fascia is separated; the rectum is dissected with the 
hand as far as the promontory and is then incised 
transversely with scissors. The pelvic end, which 
is to form the vault of the vagina, is sutured with 
catgut, and the oral end is drawn through the 
sphincter ani. The mucous membrane is sutured 
to the inner edge of the anus and the skin incision 
is closed except for a gauze wick. The new vagina 
and rectum are tamponed with gauze and an opium 
suppository inserted. Three months after the 
operation cohabitation without pain is possible. 
The author points out the advantages of a rectal 
vagina over one made from small intestine. 
HIrscuH. 


Stern, R.: Adenoma Hidradenoides Vulvz (Adeno- 
ma hidradenoides vulve). Monatschr. f. Geburtsh. 
u. Gyndk., 1914, XXXix, 707. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a histological description of a 
nodule as large as a cherry that was removed from 
the left labium majus. It consisted of glandular 
tubes lying close to one another with a slight connec- 
tive tissue stroma. The glands were lined with very 
regular cylindrical epithelium. Connection with 
the surface epithelium or with a skin gland could 
not be demonstrated in serial sections, but there 
seemed to be a connection with a malformed sweat 
gland. The tumor at any rate showed the histo- 
logical characteristics of a sweat gland. 

RUHEMANN. 


Jellett, H.: The Suture of the Levator Ani Muscle 
in Perineorrhaphy Operations. Surg., Gynec. & 
Obst., 1914, xix, 346. By Surg., Gynec. & Obst, 

Jellett calls attention to the fact that in all the old 
perineorrhaphy operations the suture of the levator 
muscle was neglected, and he thinks that many 
modern gynecologists neglect muscle suture also, 
because they have been led to believe that the 
operation was difficult and complicated. Krénig 
and Martin, of Bumm’s clinic, he thinks are especial- 
ly responsible for this belief. Krénig believed that 
the deep transversus perinei muscle could easily be 
mistaken for the levator ani muscle, and that the 
former was frequently sutured instead of the latter, 
while both writers considered that the suture of 
the levator involved a deep and extensive dissection. 

Jellett points out how impossible it is for the deep 
transversus perinei to be found as a definite structure 
in a multipara with a torn perineum, and how equal- 
ly impossible it is that such a fragmentary muscle 
could yield any support, as Krénig seemed to sug- 
gest. He then discusses the position of the levator 
muscle, and points out the means by which it can 
be identified positively. He further states that in 

346 operations for chronic perineal laceration at the 

Rotunda Hospital, the levator ani was sutured in 

practically every case. He does not claim any special 

originality for the operation which he describes, but 
he considers that it offers an effective answer to those 
who insist that suture of the muscle is difficult and 


dangerous. The essential features of the operation 
are as follows: 

1. The careful removal of the necessary amount 
of vaginal mucous membrane from the rectum. 

2. The exposure and suture of the separated 
levator ani muscle. 

3. The careful approximation of the cut edges of 
the vaginal mucous membrane in such a manner as 
to leave no projection or redundancy. 

A detailed description of the operation is given, at 
the close of which attention is called to the necessity 
of firmly plugging the vagina in order to prevent the 
collection of blood in any dead spaces between the 
levator muscle and the vaginal mucous membrane. 
The operation he describes was usually performed in 
less than ten minutes, and very rarely took more 
than fifteen minutes. The advantages of positive 
suture are so obvious as to require no further men- 
tion, but to emphasize them he shows four diagrams 
which he made from two cases of perineorrhaphy. 
In one of these cases the muscle had not been su- 
tured, in the other the muscle had. In both, the 
external appearance was identical, but otherwise 
the operation in which the muscle had not been 
sutured failed altogether to produce a sufficient 
vaginal support. His conclusions are as follows: 


1. Routine suture of the levator muscle is an 
essential part of perineorrhaphy. 

2. Routine suture is always practicable except 
when the muscle is wanting owing to atrophy after 
injury. 

3. The exposure and suture of the levator muscle 
is neither difficult nor dangerous. 


MISCELLANEOUS 


Runge, E. von, Veit, J., Franqué, O. von, and 
Others: Value of Radiotherapy in Gynecology 
(Umfrage iiber die Bedeutung der Strahlentherapie 
fiir die Gynikologie). Med. Klin., Berl., 1914, x, 
19, 59, 192. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In radiotherapy of uterine disease réntgen rays 
are almost exclusively used, although radium and 
mesothorium have given good results in some cases, 
but with the latter treatment hemorrhage readily 
reappears. Cases that do not show any pathological 
histological changes are best suited for radiotherapy. 

Radiotherapy should be used instead of total 
extirpation when there is menorrhagia that cannot 
be stopped in any other way and when malignant 
disease can be excluded with certainty. In young 
women the fact must be taken into consideration 
that conception will probably not occur, and if it 
does the proper development of the foetus will be 
prevented by the injuries to the ovaries. Curettage 
and microscopic examination of the fragments 

should be made in order to avoid overlooking a 

carcinoma of the body of the uterus. The symp- 

toms of the menopause are mild. 

In radiotherapy of myomata réntgen rays are 
also used almost exclusively; in nullipare intra- 
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vaginal and especially intra-uterine treatment should 
not be used. In the use of radium and mesothorium 
care should be taken to avoid irritation of the peri- 
toneum and exudates. It must be admitted that 
amenorrhoea is sometimes attained more quickly 
with mesothorium than with réntgen rays, but there 
is no decrease in the size of the myoma. Indica- 
tions for réntgen treatment are intramural and sub- 
mucous myomata, if malignancy can be excluded 
with certainty. As a result of the treatment, 
amenorrhoea and contraction of the myoma some- 
times completely disappear. Some cases, however, 
remain unchanged. ‘The cures average 8o per cent, 
and there are seldom any injurious by-effects. 
The contra-indications are: myoma with symptoms 
of incarcerat on, pressure-symptoms with necrosis 
or suppuration—in other words, complications that 
of themselves demand operation, or when the pa- 
tient must resume work quickly. Sometimes if 
radiotherapy is ineffective operation still has to be 
performed. 

In inoperable cases of carcinoma of the female 
genitalia, especially the uterus, radiotherapy brings 
about improvement in the general condition, lessen- 
ing of the pain and sleeplessness, and increase in 
weight. Hemorrhage and secretion disappear, the 
crater sometimes closes, and in place of the car- 
cinoma sound tissue appears covered with norma 
epithelium. Metastases sometimes show retro- 
gression, but never entirely disappear. In radio- 
therapy care must be taken to avoid too large 
doses, as they sometimes make the general condition 
worse. In operable cases, if the surgeon feels 
sure that operation will be effective, it should be 
performed; otherwise intense radiotherapy should 
be used, and this also in cases where other diseases 
prohibit operation. Primary carcinomata generally 
react better than recurrences. In recurrence the 
earlier the patient is treated the better the prospects. 
After operations for recurrence, prophylactic radio- 
therapy is earnestly recommended, and it should be 
carried out for a long time with tolerably large 
doses. 

The best treatment is a combination of réntgen 
rays with radium or mesothorium. The average 
total dose is 40 to 100 full doses of réntgen rays 
and about 6,000 to 10,000 milligram-hours every 
two weeks. 

The best filter for réntgen rays is 3 mm. aluminum; 
for mesothorium or radium, 0.2 mm. silver tubes 
and 3 to 4 mm. lead filter, nickelplated copper case 
and a lead filter covered with aluminum and rubber. 

IMMELMANN. 


Keil, G.: Technique of Mesothorium Treatment 
in Gynecological Cases (Technik der Meso- 
thoriumbehandlung bei gynikologischen Fillen). 
Miinchen. med. Wchnschr., 1914, \xi, 1108. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a review of the cases of gyneco- 
logica’ carc noma treated with mesothorium by 
Prof. Klein of Munich. He treats carcinoma by a 


combined method: (1) repeated moderate doses of 
mesothorium, not less than 50 mg. and generally 
not over 100 mg.; (2) simultaneously, intravenous 
infusions of enzytol, radium barium selenate, col- 
loidal metals, etc.; (3) in the intervals between two 
series of mesothorium treatments, réntgen treat- 
ment. 

The technique consists of a series of three or four 
irradiations at intervals of three or four days. In- 
tervals of one to two weeks intravene between series; 
after improvement begins there are intervals of 
four to six weeks and even longer; in the intervals 
réntgen treatment is administered. In the first 
treatments B-, y-, and secondary rays are all used; 
in the later series only B- and y-rays, or only pure 
y-rays. Cases of recurrence in the scar are treat- 
ed very carefully on account of the nearness of the 
ureters. Recently Keil has been using only brass 
filters, s nce there are very few secondary rays. 

The time the capsule is left in place varies, but 
as a rule it is left about 10 to 18 hours, in small 
tumors 6 to 8 hours, in recurrences in the scar only 
1 to 2 hours’ The blood and urine are examined 
before and after irradiation. In one case of car- 
cinoma of the tongue the sugar in the urine disap- 
peared permanently after mesothorium treatment 
Among 40 gynecological cases, in 11 there were no 
clinical signs of carcinoma after the treatment. In 
one case of metastasis of chorio-epithe ioma meso- 
thorium treatment had astonishing results. Three 
cases, that had been regarded beforehand as hope- 
less, died. The remainder are still under treatment. 
Improvement has been noted in almost a‘l of them. 

HIrscu. 


Peterkin, G. S.: A New Method of Diagnosis to be 
Employed to Elucidate Pathological Conditions 
of the Female Genito-Urinary Organs. Urol. 
& Cutan. Rev., 1914, xviii, 455. 

By Surg., Gynec. & Obst. 
The author presents a method of genito-urinary 
diagnosis in women, consisting of a series of X-ray 

plates of the pelvis taken after the insertion of a 

special metal cervical pessary. Ureteral catheters 

and bladder instillation with silver-iodide are used 
in conjunction with this pessary to demonstrate the 
relative position of the pelvic organs. The idea 
was suggested by the author’s experience in cases 
of frequent and painful urination without urinary 
changes, which symptoms he considers referable to 
a dragging of the uterus and cystocele upon the 
ureters and kidneys. The object was to gauge and 
demonstrate accurately the position of the cervix 
in the pelvis and its relation to other organs, to 
verify his theory, to secure aid in the diagnosis and 
treatment of other malpositions of the pelvic organs. 

If the situation and mobility of the uterine cervix 

could be accurately determined, the effect of various 

positions of the uterus on the bladder and kidneys 
and also the result of extra abdominal pressure on 
the urinary and other pelvic organs would become 

a matter of knowledge. 
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After experimenting with various shaped pessa- 
ries, Peterkin adopted a square base having one 
rounded corner and a circular aperture in another 
corner. By inserting this in a constant position 
in the cervix he is able to determine the degree of 
anteroposterior tilting of the cervix by the appear- 
ance of the X-ray shadow. The angle of the shank 
with the median line shows the lateral deviation 
of the cervix. He is still endeavoring to devise a 
shank suitable for all cervices. 

He presents the records of six cases which show 
special features and demonstrate the applicability 
of the idea to the diagnosis and treatment of pelvic 
disorders. The pictures are taken in three positions 
—standing, dorsoprone, and 14° Trendelenburg 
position—to determine the mobility of the uterus, 
withand without corsets; also with the bladder empty 
and filled with silver-iodide. One picture is taken 
with only sufficient silver-iodide in the bladder to 
show the size of the cystocele. He has made plates 
after applying various abdominal supports in order 
to determine the best form for palliative or post- 
operative treatment. 

By the author’s method of observation these 
points have been or may be demonstrated: (1) 
amount of displacement of bladder as well as 
uterus; (2) degree of mobility of uterus, presence 
or absence of adhesions; (3) effect of corsets on 
pelvic organs and the style of appliance most 
suited to proper support; (4) by a series of observa- 
tions the form of operation giving most permanent 
results; and (5) the necessity of pre-operative and 
post-operative treatment to insure best results. 

S. B. Tryon. 


Hoffmann, C. A.: Lichen Sclerosis of the Female 
Genitalia (Uber Lichen sclerosus der weiblichen 
Genitalien). Dermat. Ztschr., 1914, xxi, 473. 

By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 


The author reports two cases. In the first there 
were small spots varying in size from that of the 
head of a pin to that of a hempseed; some of them 
were solitary, some of them confluent. They were 
white with a pearly sheen and had brownish or 
bluish edges, and were located on the flexor side of 
the forearm and under the breasts. The efflores- 
cences in the inguinal region and on the labia majora 
looked a little different. In the latter there were 
white raised plaques as large as a penny, their 
mosaic-like surfaces being studded with horny plugs. 
The inner side of the labia majora and the con- 
tracted labia minora felt dry and like sandpaper. 
There were some erosions that were very painful. 
In the mouth there was also a slightly reddened 
focus, as large as a penny, with fine stripes. Réntgen 
treatment had a good effect subjectively. In the 
second case the efflorescences were present only on 
the vulva. The histological specimen showed the 


typical picture of lichen sclerosis: viz., changes in 
the connective tissue, disappearance of the pap- 
illary bodies, round-cell infiltration, gaps at the 
boundary between the corium and epidermis. 
Lichen sclerosis of the vulva is apparently not a 
very rare affection. There is a marked similarity 
between the clinical and histological picture of 
lichen sclerosis of the vulva and that of craurosis 
of the vulva. BENTHIN. 


Fischel, A.: Normal Anatomy and Physiology of 
the Female Genital Organs of Mus Decumanus, 
and the Experimental Production of Hydro- 
and Pyosalpinx (Zur normalen Anatomie und 
Physiologie der weiblichen Geschlechtsorgane von 
Mus decumanus, sowie iiber die experimentelle 
Erzeugung von Hydro- und Pyosalpinx). Arch. f. 
Entweklngsmechn. d. Organ., 1914, Xxxix, 578. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The contractions of the smooth muscle fibers in 
the mesentery of the tube in Mus decumuanus tend 
to draw the ovarian capsule and the mesentery to- 
gether and increase the pressure of the fluid in the 
periovarian space, and in this way the ovum that is 
in this space is forced toward the open mouth of the 
tube. Contraction and relaxation of the infundib- 
ular muscle of the tube cause alternate contraction 
and dilatation of the infundibulum, which produces 
suction on the contents of the periovarian space. 
The greater part of the tube has non-ciliated 
epithelium; the musculature of the tube plays the 
chief part in the onward movement of the ovum. 
By making a transverse incision through the ab- 
dominal part of the sexual tract, Fischel produced 
phenomena similar to those of hydrosalpinx in the 
human being, and by the addition of infection this 
could be changed to pyosalpinx. WEISHAUPT. 


Landsberg, E.: Two Proposed Remedies for Gyne- 
cological Practice: Calcium for Inflammatory 
Processes and Extract of True Corpus Luteum 
for Hemorrhage (Zwei therapeutische Vorschlige 
fiir die gynikologische Praxis: Calcium gegen ent- 
ziindliche Prozesse, Extrakt aus Corpora lutea vera 
gegen Blutungen). Therap. Monatsh., 1914, xxviii, 


345- 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Landsberg has used calcium subcutaneously, in 
the form of a one per cent solution of calcium lactate. 
Of 18 cases only two had to be operated upon, while 
in the others improvement or cure was attained. 
Generally, however, old conservative methods of 
treatment were not abandoned. For hemorrhage, 
especially during puberty, he has injected sub- 
cutaneously an extract of true corpus luteum that 
was prepared for him by Hoffmann-La Roche. The 
favorable effect that is to be assumed on theoretical 
grounds appeared promptly in 8 cases. BAUER. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Eman, F. T. Van: Placenta Previa. J. Mo. Si. M. 
Ass., 1914, xi, 118. By Surg., Gynec. & Obst. 


Van Eman discusses the symptoms, differential 
diagnosis, and treatment, as well as the theories 
advanced as to the probable cause of placenta 
previa, and quotes statistics showing the relative 
mortality of mother and child. 

The relative merits of the various forms of treat- 
ment are discussed at length, especial attention 
being paid to cesarean section, the author favoring 
the latter. The opinions of various American obstet- 
ricians are quoted, most of whom prefer cesarean 
section under favorable conditions. 

The author reports two cases successfully ter- 
minated, the one by manual dilatation and extrac 
tion, the other by cesarean section, and arrives at the 
following conclusions: 

1. Placenta previa of any type is pathologic. 

2. The mother’s life is of first importance. 

3. Placenta previa positively diagnosed at any 
time up to the end of the seventh calendar month 
calls for the immediate termination of pregnancy. 
If the child is viable, abdominal section may be the 
method of choice. 

4. Bleeding having been slight, the patient being 
at or near term, with any type of placenta previa, 
delivery may be made by the method best handled 
by the accoucheur—Braxton-Hicks, metreurysis, or, 
preferably, cesarean section. 

5. In the central type, at or near term, abdom 
inal cesarean section is the safest for both mother 
and child, providing the possibility of infection is 
at the minimum, the environments suitable, and the 
mother’s condition justifies the operation. 

REINHARD E. Wosus. 


Rouffart, E.: Treatment of Extra-Uterine Preg- 
nancy (Quelques considérations sur le traitement 
de la grossesse extra-utérine). Gas. de gynéc., 1914, 
XXIX, TOT. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
The appearance of sudden, severe hemorrhage 
is an indication for immediate operation; interval 
hemorrhage indicates laparotomy; doubtful diag- 
nosis, puncture of Douglas’ pouch. In hematoma of 
Douglas’ pouch operation should not be performed 
too soon; rest in bed, ice bags, and morphine should 
be tried first. After the disappearance of symptoms 
of peritonitis, the treatment should consist of hot 
compresses, vaginal douches, and salt baths. The 
reappearance of hemorrhage or failure to absorb 
is an indication for laparotomy with vaginal drain- 
age. In exceptional cases hysterectomy for the pur- 


pose of drainage may become necessary. In septic 
or suppurative injection of the hematocele, treat- 
ment as in pelvic abscess by colpotomy should be 
adopted, or later, in the afebrile stage, laparotomy 
should be done to overcome symptoms that still 
persist. 

In extra-uterine pregnancy the uterus is slightly 
increased in size, with a soft, painless tumor in the 
region of the tube, not sharply circumscribed. Often 
there is colostrum in the breasts and cyanosis of the 
vagina. Menstruation may cease or be slight in 
amount, but sometimes it is profuse. Often the 
patient complains of a dull pain. 

In interstitial pregnancy resection or extirpation 
of the uterus is generally necessary. In advanced or 
full-term extra-uterine pregnancy with a living 
child, laparotomy should be done and as thorough 
removal as possible of the membranes, the wall of 
the tube, and the placenta. The latter is generally 
impossible on account of the insertion of the placenta 
into abdominal organs, for instance the intestine 
Tamponing should be done after the operation. If 
the child is dead, operation should not be performed 
until after the involution of the vessels of the pla- 
centa; later, there should be mummification or 
lithopedion extirpation of the encapsulated foetus 
as in dermoid. In suppuration of the amniotic sac, 
fistule are generally formed. Dilatation of the 
fistulz should be followed by laparotomy to remove 
the parts that hinder closure of the fistulx. 

Hirscn. 


Kohler, R.: Ovarian Pregnancy (Graviditas ovaria 
lis). Gyndk. Rundschau, 1914, viii, 275. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Laparotomy was performed on a 43-year-old 
patient because of a suspected ruptured tubal preg- 
nancy. In the abdominal cavity much liquid and 
clotted blood was found, but both tubes were normal. 
The fimbriz were free, the left ovary normal, the 
right ovary enlarged, and at its median pole there 
was a bluish shimmering cyst as large as a dove’s 
egg. The removal of the right adnexa was followed 
by recovery. Histological examination of the 
specimen showed that there was an undoubted 
follicular pregnancy. The embryo was not found 
but villi were. The demonstration of lutein cells in 
the wall of the cyst and its intimate contact with the 
ovum confirmed the conclusions that the ovum had 
been implanted in the follicle and that the develop- 
ment of the corpus luteum and of the ovum had pro- 
ceeded simultaneously. There were no proofs of 
a direct implantation of the ovum in the wall of the 
follicle, but it seemed more probable that the im- 
pregnated ovum had become implanted in the blood 
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of the ruptured follicle. The causes of implantation 
of the ovum in the follicle are discussed. In this 
case there were none of the factors present that 
are given by most authors as causative of ovarian 
pregnancy, such as infantilism; abnormal length, 
shortness, or coiling of the tube; or inflammatory 
changes. EISENBACH. 


Verdelli, G.: Repeated Czesarean Section (Per il 
taglio cesareo ripetuto). Rassegna d’ostet. e ginec., 
1914, Xxiii, 83, 160, 201. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author collected 8 cases in which cesarean 
section was repeated on account of rachitic pelvis. 
He used silk and sutured the uterus in two layers and 
the abdominal wall in three layers. The pregnancies 
following cesarean section progressed well. On the 
succeeding laparotomy he found adhesions in six 
cases, once with the intestine, once with the abdom- 
inal wall, and four times with the omentum. In one 
case in which cesarean section had been performed 
four times there were no adhesions. The uterine 
scar was always in good condition, and no thinning 
of the wall of the uterus was observed. The results 
were always good; there were no hernias. Two of 
the children, one of which was a twin, died of as- 
phyxia. The children of the second and succeeding 
pregnancies were of good weight, some of them 
weighing more than the first child. 

The dangers and ill-effects of the repetition of 
laparotomy are discussed. The prognosis is not bad 
either in regard to capacity for work or to distur- 
bances of the genital tract. Abortion cannot be 
attributed to a preceding cesarean section. Abor- 
tion after caesarean section should be attributed to 
the usual causes. Cesarean section should always 
be performed at the beginning of labor; in infected 
cases the extraperitoneal method should be chosen. 

MESTRON. 


Shands, H. R.: Cesarean Section in Eclampsia. 
South. M. J., 1914, vii, 727. 
By Surg., Gynec. & Obst. 


After reviewing the literature on eclampsia, the 
author cites two or three theories or modes of treat- 
ment and is inclined to believe with the American 
school that rapid emptying of the uterus with the 
least trauma is best for both mother and child. 

Stroganoff has recently reported 400 cases of 
eclampsia with a maternal mortality of 6.6 per cent, 
under the conservative treatment of chloroform, 
chloral, morphine, dark room, and quietude. Lich- 
tenstein had 60 consecutive cases with no deaths; 
this he attributes to blood-letting plus the Stroga- 
noff treatment. Peterson of the American school 
empties the uterus as quickly as possible. 

The author reports two cases in which he per- 
formed cesarean section for eclampsia, one under 
general anesthesia and the other under local. 
Both mothers and children recovered nicely. In 
these cases the cervix was intact and not dilated, 
and the vagina was not infected. EucEene Cary. 


Ricketts, B. M.: Suprapubic Cesarean Section for 
Puerperal Eclampsia. Am. J. Surg., 1914, xxviii, 
334- By Surg., Gynec. & Obst. 


Ricketts reviews the literature of cesarean section 
for eclampsia and gives statistics as to when it was 
done, by whom it was done, and the results of a 
great number of cases. 

He quotes statistics compiled by Peterson showing 
the mortality as follows: 

In 480 cases of eclampsia treated by abdominal 
cesarean section, the maternal mortality before 
the aseptic era was 36.9 per cent, and in 317 of this 
number since 1900 the mortality has been reduced 
to 31 percent. In 245 cases without infection the 
mortality was but 24 per cent; in 317 cases since 
1900 the foetal mortality has been 5.5 per cent; in 
132 cases where the sections were performed after 
one to five eclampsia convulsions, 3.7 per cent. 
The report shows that the severity of successful and 
unsuccessful cases operated on has been greater than 
those treated medicinally up to this date. Peter- 
son’s final conclusions are that the operative pro- 
cedure should be selected which will empty the 
uterus the quickest with minimum trauma and 
shock to the eclamptic mother and child. 

The foetal mortality, generally, has been from 44 
to s4 per cent, but this high per cent has been re- 
duced to about 25 per cent. This would of itself 
indicate that the mortality of each may be reduced 
by early operation. 

The author reports a number of cases, and con- 
cludes by outlining the history of the pre-operative 
and post-operative treatment of eclampsia. 

A. C. STOKEs. 


Hallmann: Post-Mortem Cesarean Section (Uber 
die Sectio ce#sarea post mortem). Festschr. f. 
Pobedinsky, Moscow, 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The following is the substance of the author’s con- 
clusions: Post-mortem cesarean section gives 61.27 
to 65.03 per cent living chi!dren. The prognosis is 
better for the child in sudden, rapid, and violent 
death, diseases of the central nervous system, of the 
heart and kidneys, than after long-continued or 
infectious diseases, diseases of the blood, or intoxi- 
cations in which the biood is altered. The out- 
come is favorable for the child only if the operation 
is undertaken within 15 or 20 minutes after death. 
In private practice the consent of the dying patient 
or the relatives must be obtained. 

Cesarean section just before death gives favor- 
able results, and may be performed in cases where 
it is certain .hat the child is living and that the 
mother is about to die. A consultation is advisable 
on account of the possibility of mistaken diagnosis. 
The operation may be performed from the seventh 
to the tenth month of pregnancy, or even earlier 
if the history is defective. In conclusion, the author 
gives a tabulated review of 68 cases from the liter- 
ature. JENTTER. 
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Devéze, L.: A Case of Post-Mortem Cesarean Sec- 
tion with a Living Child (Un cas de césarienne 
post-mortem; enfant vivant). Bull. Soc. d’obst. et de 
gynéc. de Par., 1914, iii, 325. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Cesarean section was performed on a patient who 
had died of tuberculosis of the larynx ten minutes 
before. The child was very deeply asphyxiated but 
was restored. The author points out the three 
important points in the technique: (1) quickness of 
operation, (2) strict asepsis, and (3) long-continued 
attempts at resuscitation of asphyxiated children. 

In the discussion, attention was called to the lack 
of legal decisions in regard to cesarean section on the 
dead, in contrast with the Roman law. FrReunp. 


Kreiss, P.: Tetanoid Symptoms in Pregnancy and 
the Puerperium (Tetanoide Symptome bei 
Schwangeren und Wochnerinnen.) Zischr. f. Ge- 
burtsh. u. Gyndk., 1914, Ixxvi, t. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The mechanical and galvanic irritability of the 
facial nerve was tested in 50 pregnant women and 
75 women in the puerperium. There were tetanoid 
symptoms in 60 per cent of the pregnant cases, and 
in 50 per cent of all the puerperal cases. 

The appearance of tetanoid symptoms in preg- 
nancy and the puerperium is due to hypofunction of 
the epithelial bodies, which in turn is to be attributed 
to a deficiency of calcium in the organism on account 
of the increased demand for it in pregnancy and the 
puerperium. The best proof of this hypothesis is 
the therapeutic effect of the administration of large 
doses of calcium chlorate in manifest tetany, with its 
brilliant results. SIEBER. 


Henderson, D. K.: Korsakow’s Psychosis Occur- 
ring During Pregnancy. Bull. Johns Hopkins 
Hosp., 1914, XXv, 261. By Surg., Gynec. & Obst. 

Korsakow’s syndrome consists of poor power of 
retention for recent events, disorientation for time 
and place, misidentifications, and confabulations. 
This psychosis may develop during pregnancy and 
may or may not be associated with polyneuritis. 

Henderson reports two cases of his own, reviews 
other case reports, and reaches these conclusions: 

1. The pregnant state must in certain cases be 
recognized as an important etiological factor in the 
production of peripheral neuritis, and of that con- 
dition known as Korsakow’s syndrome. 

2. The neuritis caused may be either (1) general, 
e.g., affecting all the limbs, or (2) local, affecting 
certain of the cranial nerves. 

3. The mental disorder characteristic of the con- 
dition is usually associated with a general polyneu- 
ritis, but, as evidenced by one case reported, it may 
occur alone. 

4. The frequent history of hyperemesis gravi- 
darum in association with the generalized forms of 
the disorder is so.striking that it suggests a possible 
line of approach as to the elucidation of the nature 
of the toxin. 


5. Those patients who in previous pregnancies 
have suffered from severe vomiting, or other serious 
toxic phenomena, should be strongly urged to avoid 
any further pregnancies. Ws. H. Cary. 


Spies, T.: Pernicious Vomiting of Pregnancy, and 
Serum Therapy (Vomissements graves de la 
grossesse et s¢rothérapie). Clinique, Brux., 1914, 
XXVIll, 337. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Pernicious vomiting of pregnancy is an intoxica- 
tion which is comparable to the dermatoses of preg- 
nancy. Like the latter it frequently cannot be cured 
by ordinary medication, and sometimes nothing 
except the interruption of the pregnancy cures the 
trouble. Some authors have tried the administration 
of adrenalin, assuming that it was due to adrenal 
insufficiency. Good results have been obtained 
recently by serum from pregnant patients or by 
horse serum. 

The author describes the case of a 29-year-old 
II-para, in which vomiting could not be controlled 
and artificial abortion was performed, followed by 
recovery. Two years later the woman again be- 
came pregnant and was very anxious to have a child. 
In spite of all possible prophylactic measures perni- 
cious vomiting began again. An injection of 10 ccm. 
of horse serum was given and three days later the 
injection was repeated, this time followed by an 
eruption resembling urticaria. The vomiting as 
well as the profuse excretion of saliva was soon 
lessened. Normal delivery took place at full term. 

KNoop. 


Brouha: Movable Spleen and Its Relation to 
Obstetrics and Gynecology (La rate ectopique 
dans ses rapports avec l’obstétrique et la gyné- 
cologie). Scalpel, Liege, 1914, Ixvi, 650. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Movable spleen is a disease of the female sex. 
Torsion of the pedicle of the spleen has never been 
observed except in women. The etiology of ptosis 
of the spleen is to be found in the pathological rela- 
tions of this organ to the genital system: frequent 
congestion of the spleen during menstruation and 
enlargement of the spleen during pregnancy. The 
movable spleen may be ruptured during pregnancy 
by the pressure of the uterus—spontaneous rupture. 
A number of cases show the connection between 
delivery and the incidence of blood cysts of the 
spleen. Torsion of the pedicle is not frequent during 
pregnancy, but often occurs after the emptying of 
the uterus. The results of operation in compres- 
sion or torsion of the spleen during pregnancy and 
the puerperium are very favorable; among 12 
cases there was only one death—8.3 per cent mor- 
tality. 

The diagnosis of movable spleen is yet more im- 
portant in gynecology, as this condition may lead 
to many errors in diagnosis, especially when it is 
displaced into the pelvis. The form of the spleen 
is very important, for even when it is enlarged it 
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keeps its characteristic form. Attention should be 
given to the disappearance of the normal splenic 
dullness, though other factors may also play a 
part in this. It is important if the arterial pulse 
can be felt in an organ in the pelvis, for ths can 
never be felt in tumors of the genital system, and a 
zone of sonorous tympany between the tumor and 
the genital organs is especially significant. But 
even these diagnostic signs generally fail if there are 
adhesions between the spleen and the pelvic organs. 
A careful history is a valuable supplement to the 
physical examination. COLMERS 


LABOR AND ITS COMPLICATIONS 


Lipsky: Comparative Value of Prophylactic Version, 
High Forceps, and Spontaneous Delivery in 
Contracted Pelvis, from the Material of the 
Moscow University Gynecological Clinic 
(Vergleichende Bewertung der prophylaktischen 
Wendung mit der hohen Zange und der spontanen 
Geburt bei Beckenenge nach dem Material der 
Univ. Frauenklinik zu Moskau). Festschr. f. Po- 
bedinsky, Moscow, 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb, 


The material collected from January, 1899, to 
January, 1912, includes 2,727 cases of contracted 
pelvis with 10,304 deliveries. Among 2,173 cases 
prophylactic version was practiced in 127, high 
forceps in 98, and delivery was spontaneous in 
1,948. Of the 127 versions 86 were purely prophy- 
lactic; 41 were performed after rupture of the mem- 
branes but always with a completely dilated os. 
In primipare the mortality of the children was 38.46 
per cent, in multipare 22.8 per cent. The mor- 
tality of the children in version after rupture of the 
membranes is markedly higher — 34.7 per cent — 
than in purely prophylactic version — 19.8 per 
cent. The total mortality was 24.4 per cent; after 
deducting the cases of perforation of the after- 
coming head, the mortality was 19.7 per cent. Of 
the 127 mothers two died, one of them from scor- 
butus — 1.6ando.8 percent. The morbidity of the 
mothers was 6.3 per cent, while after high forceps it 
was 18.35 per cent, which is to be explained by the 
fact that the trauma is much less in version. 

High forceps were applied in 98 cases, 58 times 
in flat pelvis, 40 times in generally contracted 
pelvis. The children were dead in 17.3 per cent of 
the cases. Among 1,948 spontaneous deliveries 
there were 132 dead children — 71 per cent. Aside 
from the macerated foetuses and those that had died 
before delivery, the mortality was 5.7 per cent. In 
primipare the mortality of the children was greater 
than in multipara — 8.1 and 6.7 per cent. The 
morbidity as well as the mortality of the mothers 
was naturally much less in the cases of spontaneous 
delivery — 2.2 and o.2 per cent — which shows that 
spontaneous delivery should be accomplished if 
possible. All methods of delivery give poorer re- 
sults in generally contracted than in flat pelvis. 
The average weight of the children was highest in 
version, lowest in spontaneous delivery. High 


forceps give pretty good results if the true con- 
jugate is from 9.9 to 9; if the conjugate is less the 
results are bad, while prophylactic version gives good 
results with a conjugate of from 8.9 to 8, and even 
less if used only in cases of flat pelvis. Further 
advantages of version are the low morbidity among 
the mothers and the shorter duration of labor. 
JENTTER. 


Pouliot, L.: Perineorrhaphy with Extensive Suture 
of the Levator as a Cause of Dystocia (La 
périnéorrhaphie avec suture étendue du releveur de 
l’anus cause de dystocie). J. de méd. de Par., 1914, 
XXXIV, 451. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A primipara was delivered with forceps, the result 
being a large tear of the perineum which did not 
heal. After six months a myorrhaphy was performed, 
creating a firm, thick perineum. In the second 
delivery the os dilated rapidly and the head de- 
scended to the floor of the pelvis, then could not 
rotate around the symphysis, but bored down into 
the perineum, so that it was shoved into a pocket. 
Attempts to deliver the head through the anus 
failed; the posterior commissure lay in front of the 
head like a firm crossbar. To avoid a central tear of 
the perineum an incision was made. As there was a 
justifiable doubt of the viability of the overstretched 
tissues the tear was not sutured; 16 days later, after 
the discharge of necrotic tissue, a secondary suture 
was made. This case gives food for thought. The 
restoration of the normal anatomical condition 
should be sought for, but exaggeration of the 
natural condition by forcible pulling together of the 
entire muscle mass of the levator and suture has an 
unphysiological effect. In this case it interfered with 
delivery, and it is only permissible in women who 
have passed the child-bearing age. PONFICK. 


Gussakoff, L.: Value of Hebotomy in the Treat- 
ment of Contracted Pelvis (Zur Frage nach der 
Wertung der Hebotomie in der Therapie des engen 
Beckens). J. akush. i jensk. boliez., St. Petersb.. 
1914, XXIX, 511. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In the St. Petersburg Obstetrical Hospital, 17 
hebotomies have been performed by Déderlein’s 
method, 7 of which are reported. The side on which 
the operation is performed is not of great importance: 
generally the side was chosen toward which the 
child’s occiput was turned, but when the operation 
was repeated the intact side was always chosen. 
The hemorrhage was never severe and yielded to 
manual compression; it always resulted from injury 
to the corpus cavernosum of the clitoris. After the 
incision, delivery was always completed artificially; 
and though forceps extraction under the circum- 
stances is technically very easy, the author recom- 
mends expectant treatment, as vaginal tears may 
thus be avoided. The latter are caused in extraction 
by the vagina being injured by the sharp edges of the 
bone. All the mothers operated upon were dis- 
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charged in good condition and none of the children 
died as a result of the operation. 

From his own cases and those reported in the lit- 
erature the author discusses the value of the opera- 
tion in contracted pelvis, with respect to its results 
for both mother and child. He thinks that if it is 


performed only on strict indications and under 
thorough asepsis it is deserving of a place among 
obstetrical operations. 


B. Ortow. 
Rooy, A. H. M. I. Van: Painless Deliveries (Uber 
schmerzlose Geburten). Nederl. maandschr. v. 

verlosk. en vrouwenz., 1914, lii, 288. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
A II-para who was not aware of her condition lost 
her child in abortion by precipitate delivery and was 
accused of infanticide, but was discharged since the 
possibility of a painless delivery could not be dis- 
proved. Van Rooy later treated the same patient 
and on one visit she complained that a few hours 
before she had discharged a considerable black mass. 
Examination showed that it was meconium and that 
the child’s breech was already visible. She had 
absolutely no pain. Delivery was rapid and painless 
and the child weighed 4,000 gms. The patient 
showed no signs of hysteria or tabes. Van Rooy 
points out the great medicolegal importance of such 
cases, for in this case a judgment of experts might 

have condemned the woman. STRATZ. 


PUERPERIUM AND ITS COMPLICATIONS 


Cramer, H.: Oil of Turpentine in the Prophylaxis 
and Treatment of Puerperal and Gynecological 
Infections (Das Terpentinél in der Prophylaxe 
und Behandlung puerperaler und gynikologischer 
Infektionen). Monatschr. f. Geburtsh. u. Gyndk., 
1914, XXXix, 780. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

For to years Cramer has used oil of turpentine 
in the local treatment of puerperal infections. 
He claims that there is absolutely no danger in ap- 
plying it inside the uterus. He uses the undiluted 
purified oil, and applies it to the uterine mucous 
membrane with a gauze sponge. He thinks it has 
a marked disinfectant action and inhibits the growth 
of bacteria, especially in fetid lochialsecretion. This 
effect lasts for hours, and even days, as would be 
expected from the characteristic odor of turpentine. 
It causes no corrosion; it excites a marked leucocyto- 
sis and discharge of lymph over the whole surface 
to which it is applied. He recalls the appearance 
of aseptic abscesses after the injection of turpentine. 
He attributes the surprising results often obtained, 
especially in septic abortion, to the formation of a 
wall of granulations which hinders further absorp- 
tion of bacterial products. 

In infected abortion he empties and curettes the 
uterus, and afterwards swabs the cavity with oil of 
turpentine. There is generally a prompt decline 
in the fever; and he has never lost a case with this 
treatment. 

The author has also used the turpentine treatment 


with success when fever has persisted for several 
days after the emptying of the uterus. The method 
has also been used successfully in puerperal fever. 
The curve is especially characteristic in a case of 
puerperal fever following septic angina. A tampon 
wet with oil of turpentine has been successfully used 
where there was a fetid discharge after the applica- 
tion of an unclean tampon in placenta previa. He 
has not made bacteriological and histological ex- 
aminations, but hopes that others will make such 
examinations and confirm his conclusions. 
HUFFELL. 


MISCELLANEOUS 


Pinard: Diagnosis of the Duration of Pregnancy 
and the Date of Its Beginning (Du diagnostic 
de lage de la gestation et de sa dureé). Bull méd., 
IQ14, XXViii, 535. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

It is impossible to determine in normal women at 
what time before the last menstruation impregna- 
tion took place. There is a period of about a month 
within which the time of impregnation cannot be 
determined. In women who menstruate irregularly 
this period is even greater. The data as to the first 
movements of the child are equally unreliable. 
Some women feel movements at the end of the third 
month of pregnancy, some not until the fifth or 
sixth. Still others feel foetal movements long after 
the child is dead, and some when they are not preg- 
nant at all. The size of the uterus is the only thing 
from which reliable conclusions can be drawn, and 
even this varies in different races. In French 
women the fundus reaches the umbilicus in the 
fourth month, while Bumm has found that in Ger- 
man women this position is only attained in the 
sixth month. 

Pinard does not believe it possible to determine 
the exact date of the beginning of pregnancy. ‘The 
duration of pregnancy also varies. It is not always 
possible to tell absolutely from a new-born child 
whether the term of pregnancy has been normal or 
not. 

As it is not known positively when pregnancy 
physiologically begins, neither is it possible to 
determine the time of its physiological ending. The 
author does not acknowledge the limits of from 250 
to 310 days that Bumm sets for the duration of 
pregnancy. French obstetricians do not admit the 
possibility of prolonged pregnancy. They believe 
that if a child is born 300 days after the last men 
struation there has been delayed impregnation, as 
Lataste has shown in experiments. STADLER. 


Puppel, E.: The Biological Pregnancy Reaction and 
Its Results in Practice (Die biologische Schwang- 
erschaftsreaktion und ihre Ergebnisse in der 
Praxis). Monatschr. f. Geburtsh. u. Gynak., 1914, 
Xxxix, 764. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


After several experiments, the biuret reaction was 
given up on account of the difficulty of interpreting 
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it, and only the ninhydrin reaction was carried, out. 
It is sometimes difficult to determine the color of the 
cooked material. If there is a slight bluish color it is 
recommended that o.2 ccm. more ninhydrin be 
added and the material boiled again. The author 
recommends that to 5 ccm. of the same dialysate 
o.2 ccm. ninhydrin be added and the mixture 
boiled again. If the blue color is intense the re- 
action is positive. 

The blood is collected by venesection; in other 
points the author adheres strictly to Abderhalden’s 
method. There are a few mistaken reactions, which 
the author attributes to failures in technique. He 
believes in the specificity of the reaction. 

An early diagnosis of pregnancy is very desirable 
under the following conditions: To differentiate 
between the climacteric and pregnancy; in nursing 
women where the periods have stopped; in general 
diseases, such as tuberculosis and kidney or heart 
disease. The further development of the Abder- 
halden reaction is of great practical importance. 

HEIMANN. 


Kjaergaard, S.: Abderhalden’s Pregnancy Reaction; © 


Its Methods and Specificity; Studies in Normal 
Women before and after Menstruation (Uber 
Abderhaldens Gravidititsreaktion, ihre Methodik 
und Spezifitit, Untersuchungen von gesunden 
Frauen post- und primenstruell). Zéschr. f. Immu- 
nitalsforsch. u. exp. Therap., 1914, Xxii, 31. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author does not agree with those who think 
that Abderhalden’s reaction furnishes a reliable 
diagnosis of pregnancy. In spite of all modifications 


in the technique, some non-pregnant sera show 
greater proteolytic power on placental tissue than 
the weakest pregnant sera. The difference demon- 
strated by the Abderhalden reaction between preg- 
nant and non-pregnant sera is only quantitative in 
nature. By modifications in the technique it can be 
shown that all serums have a proteolytic action on 
placental tissue. Stress should be laid, therefore, 
on the reaction time, amount of placenta, amount 
and concentration of serum. 

During pregnancy there is a marked increase in 
proteolytic power, so that sera of pregnant individ- 
uals react much more strongly than sera of non- 
pregnant ones. There are a number of diseases, 
such as cancer, febrile salpingitis, achylia, metror- 
rhagia, etc., in which proteolytic action is also in- 
creased. A slight or negative reaction indicates 
that pregnancy is not present, but a positive reaction 
may be caused by other conditions than pregnancy 
and is therefore of much less diagnostic value. 

The normal proteolytic power in women shows 
cyclic changes from menstruation to menstruation 
with an increase in the premenstrual period. This 
premenstrual increase may give rise to reactions 
similar to those of pregnancy, and therefore it has a 
practical as well as a theoretical significance. It 
can be shown by the optic method as well as by 
dialysis that all non-pregnant serum has proteolytic 


action on placental peptone as well as on coagulated 
placental albumin. In polarization experiments, 
also, examples have been seen in which non-pregnant 
sera had such marked proteolytic action that it 
equaled or excelled that of pregnant sera. 

H. KAMMERER. 


Mironowa, S. M.: Serum Diagnosis of Pregnancy 
by Abderhalden’s Dialysis (Die Serodiagnostik 
der Schwangerschaft nach dem Abderhaldenschen 
Dialysierverfahren). J. akush. i jensk.  boliez., 
St. Petersb., 1914, xxix, 803. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In 45 cases of normal pregnancy the reaction was 
positive in every case; in non-pregnant women 
it was negative in 4o—82.5 per cent. In the earlier 
stages of pregnancy it is more intense than in the 
later. It is of value in the diagnosis of extra-uterine 
pregnancy only in progressive or fresh recently in- 
terrupted cases. Eclampsia, nephritis, and per- 
nicious vomiting decrease the significance of the 
reaction. Sometimes it is positive in fever and 
in inflammatory suppurative diseases of the adnexa. 

HEIN. 


Landsberg, E.: Study of Albumin and Mineral 
Metabolism in the Pregnant Woman; Animal 
Experiments, Especially in Reference to the 
Function of the Glands of Internal Secre- 
tion (Eiweiss- und Mineralstoffwechselunter- 
suchungen bei der schwangeren Frau; Tierversuchen 
mit besonderer Beriicksichtigung der Funktion 
endokriner Driisen). Ziéschr. f. Geburtsh. u. Gyndk., 
1914, Ixxvi, 53. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The balance of albumin, phosphorus, calcium, 
and magnesium is never negative in the different 
months of pregnancy if the woman takes the amount 
of nourishment that her appetite demands. The 
appetite of pregnant women increases and the 
excess of nutrition serves to keep up the normal 
increase in weight. In the latter months of preg- 
nancy, the pregnant woman shows a tendency to 
limit her movements, which also favors the putting 
on of weight. The presence of the foetus in the 
maternal body causes a universal tendency to hyper- 
plasia. 

Animal experiments show that the ovaries in 
pregnancy exercise an assimilatory effect on nitrogen 
metabolism through the true corpus luteum and the 
interstitial ovarian glands, by which nitrogen excre- 
tion is decreased. On the contrary, the reaction on 
the secretion of the thyroid gland, which influences 
metabolism in the direction of marked dissimilation, 
is less in pregnancy than at other times. Forces 
must be active which make it possible for the 
‘“‘pregnancy cell” to further assimilative processes 
and to inhibit dissimilative ones. By assimilative 
ovarian hormones and, more especially, by the pres- 
ence and growth of the foetus itself, the maternal cell 
is placed in a condition which favors assimilation and 
inhibits dissimilation. There is a tendency to in- 
crease of substance. The fcetus in its relation to the 
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mother is in a certain sense a parasite; hence, if the 
mother does not get sufficient nutrition, the foetus 
thrives at the expense of the maternal tissues. There 
is no uniform effect of maternal nutrition on the 
weight of the child. With very abundant adminis- 
tration of a certain element of food there may be an 
increased passage of this element into the foetus, 
but on account of its aggressive character, if the 
foetus is not sufficiently nourished, it strives to ob- 
tain material from the mother’s reserve store. 
Therapeutic measures aimed at producing small 
children by undernutrition of the mother for the 
sake of making delivery easier, not only fail in their 
purpose but may be directly injurious to the mother. 
SIEBER. 


Treub, H.: Dermographism in Pregnancy (Schwang- 
erschaftsdermographie). Nederl. maandschr. v. ver- 
losk en vrouwenz., 1914, iii, 280. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

By chance Treub discovered that when the skin 
of the abdomen of a patient in the late months of 
pregnancy was touched lightly, white stripes ap- 
peared and remained for a greater or less time. On 
further examination he found that this phenomenon 
appeared regularly in pregnant women, and some- 
times during the puerperium. It never failed to ap- 
pear in pregnant women when they were lying 
down, but when they were standing sometimes it 
could not be elicited. The abdomen reacted prompt- 
ly, the thigh and the arm little or not at all. Con- 
trol experiments showed, however, that a similar 
dermographism appeared in non-pregnant women, 
men, and boys. He does not think, therefore, that 
the sign is pathognomonic of pregnancy, but thinks 
that it indicates a slight pregnancy toxicosis, which 
favors vasomotor disturbance. The abdomen reacts 
because of the tension of the skin. STRATZ. 


Roos van den Berg, W. I.: The Excretion of Creatin 
and Creatinin in Pregnancy, Labor, and the 
Puerperium (Die Ausscheidung von Kreatin and 
Kreatinin bei Schwangerschaft, Geburt, and Wochen- 
bett). Dissertation, Utrecht, 1914. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In order to secure authentic results meat was ex- 
cluded from the diet of the patients used for the 
experiments. The determinations were made with- 
out catheterization by Folin’s method. In the 
examination, which extended over several weeks, 73 
women in all were examined. Among the cases were 
13 of eclampsia, 4 of them fatal; 12 of severe toxi- 
coses with one death from sepsis; 13 of albuminuria 
of pregnancy; 2 of chronic nephritis; and 25 without 
severe disturbances in metabolism, among them 17 
with pyelitis and cystitis, 5 with hydramnios, 1 with 
hydatidiform mole, and 2 with premature separation 
of the placenta. Detailed tables are given. 

The author regards increased excretion of creatin 
and creatinin as a secondary symptom of pregnancy, 
but thinks it has no value in differential diagnosis 
because it may appear elsewhere than in pregnancy 


and may be lacking in pregnancy. It is not even 
pathognomonic of the toxicoses of pregnancy. In 
the first few days of the puerperium creatin excretion 
increases markedly, as a rule, and generally disap- 
pears in the third to the fourth week. In pregnancy 
and in the first few days of the puerperium, creatinin 
excretion is generally increased. Pregnancies with 
toxicoses do not differ in these respects from normal 
pregnancies. Probably there is a direct connection 
between creatinin excretion and the increase in tonus 
of the uterine musculature. STRATZ. 


Fabre and Petzetakis: Changes in the Jugular 
Pulse During Pregnancy (Modifications du pouls 
jugulaire pendant la grossesse). Bull. Soc. d’obst. 
et de aynéc., 1914, ili, 309. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The changes in the circulatory system during 
pregnancy are for the most part mechanical in 
nature. The heart is displaced during pregnancy, 
the apex beat is outside the mamillary line, the 
right boundary outside the right border of the 
sternum. There is no true hypertrophy. The 
first tone is frequently changed and the second tone 
reduplicated. Murmurs are generally functional 
in nature. The arterial and venous pulses are not 
changed. 

The blood-pressure is normal in normal pregnancy. 
In albuminuria there is increased blood-pre sure 
and bradycardia. Bradycardia also occurs in some 
cases without albuminuria, in conjuction with a 
valvular second sound, and also in the preéclamptic 
period. ‘There is a fall in blood-pressure in infec- 
tious diseases. There is irregularity in blood-pres- 
sure in organic, acquired heart diseases. In per- 
nicious anemia there is a marked fall in blood- 
pressure, accompaned by diatation of the right 
side of the heart, and extreme changes in the pulse 
curve, indicating fatty degeneration of the myocar 
dium, which is found on autopsy. MosBACHER. 


Lindau, G. H.: Study of True Adenoma of the 
Umbilicus (Ein Beitrag zur Kenntnis des wahren 
Nabeladenoms). Stud. z. Path. d. Entwickl., 1914. i, 


375- 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Mintz, in 1909, defined true adenomata of the 
umbilicus as tumors originating from remnants of 
the omphalomesenteric duct in the umbilical scar. 
The author has found only 6 cases reported in the 
literature and by the addition of two new cases he 
increases this number to 8. The first tumor, which 
was as large as a walnut, occurred in a 34-year-old 
woman; the second, in a 46-year-old woman, meas- 
ured 21 x 17 mm. The walls of all the glandular 
spaces in both of the tumors were covered with 
cylindrical epithelium, in some places one layer, in 
other places several layers. This epithelium was 
very similar to the primitive intestinal epithelium. 
In the second tumor there was beginning malignant 
degeneration, and in the skin over it there was hyper- 
trophy of the sweat glands, which the author thinks 
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was due to the irritation caused by the growing and 
inflamed tumor; he thinks both it and the tumor were 
part of an anomaly in development. A detailed 
microscopic description is given of a carcinoma of the 
umbilicus treated with radium, and of its glandular 
metastases in Douglas’ pouch and the peritoneum. 
WEISHAUPT. 


Schafer and Haendly: Teratoma of the Umbilical 
Cord (Teratom der Nabelschnur). Ziéschr. f. Ge- 
burtsh. u. Gyndk., 1914, Ixxvi, 295. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A tumor almost as large as a child’s head was 
found in the course of an otherwise normal um- 
bilical cord, about 5 cm. from the umbilicus. The 
tumor was cystic and on the inner wall there were 
numerous small nodules. Microscopic examination 
showed that there were derivatives of all three 
germinal layers interwoven with each other in the 
tumor, therefore showing that it was a teratoma 
of the umbilical cord. FRANKENSTEIN. 


Buglia, G.: Passage of the Products of Albumin 
Digestion from the Mother to the Foetus (Sur 
le passage des produits de digestion des substances 
protéiques de la mére au foetus). Arch. ital. de 
biol., 1913, lix, 320. 

By Zentralbl. t. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Products of pancreatic digestion (Witte-Pepton) 

in physiological salt solution were injected intra- 
venously into pregnant dogs. The amount of 
nitrogen not originating from proteins was deter- 
mined in the blood of both mother and foetus before 
and after the injections; the albumin nitrogen was 
precipitated with a saturated solution of tannic 
acid and kjeldahl’s method used to determine the 
total nitrogen in the filtrate and precipitate. In 
this way the transference of a certain amount of 
the products of digestion of the albumin bodies from 
the maternal to the foetal blood was demonstrated. 
After the injections the maternal urine showed a 
decrease in nitrogen, probably a result of the in- 
creased secretory activity of the kidney caused by 
the injection of the hypertonic fluid. No marked 
difference could be noted between the allantoic and 
the amniotic fluid. HOLDER. 


Graham, E. A.: The Origin and Nature of Feetal 
Movements. Surg., Gynec. & Obst., 1914, xix, 360. 

By Surg., Gynec. & Obst. 

Asphyxia of the foetus of sufficient grade will re- 
sult in the production of foetal movements, more or 
less severe. The movements thus produced vary 
from mere attempts at respiration, sometimes re- 
sembling the foetal hiccup of Mermann, to more 


general muscular contractions, simulating the gen- 
eral convulsions of COz poisoning seen in the adult. 
At times these movements are sufficiently violent to 
be seen through the abdominal wall as distinct 
shocks. 

All of the generally recognized varieties of foetal 
movements, except those concerned with swallowing 
and sucking, have been produced experimentally 
by methods which induced an asphyxia of the foetus. 
The intra-uterine respiratory efforts are not accom- 
panied by an aspiration of any appreciable quantity 
of fluid into the lungs and hence are not incompatible 
with life after birth. The explanation of this is not 
clear, but probably the contact of the skin with the 
air is an important factor in opening up the respi- 
ratory passages. The hypothetical intra-uterine 
rhythmical respiratory movements of Ahlfeld were 
not observed. 

The suggestion is made that the various active 
movements of the foetus experienced by many preg- 
nant women in the latter part of pregnancy are 
expressions of a more or less severe, but usually 
transient, asphyxia of the foetus. 


Arnold, J. O.: Answers to Some Practical Ques- 
tions on the Use of Pituitary Extract in Ob- 
stetrics. Penn. M. J., 1914, xvii, 950. 

By Surg., Gynec. & Obst. 

The author takes up the various questions which 
are so frequently asked regarding the value, indica- 
tions for the use of, and the contra-indications to 
the use of pituitrin in obstetrics. He advocates the 
‘safety first” rule of giving pituitrin only in those 
cases where low forceps would be indicated if we did 
not have this or some other equally effective oxy- 
toxic. If used according to this rule it will greatly 
reduce the number of forceps deliveries and will be 
as free from danger as any other therapeutic agent 
and certainly as harmless in the hands of the average 
practitioner as the obstetric forceps. He can see no 
excuse for the very extensive present-day use of 
pituitary extract except the spirit of impatience and 
hurry which characterizes American obstetrics. The 
improper use of this extract has caused rupture of 
the uterus in a number of cases, and death to the 
mother and the unborn child. 

About a yearago, Wagner of Vienna called attention 
to the dangers attending the use of pituitary extract 
in very anemic women, or in those who have lost 
much blood, stating that its effect on the coronary 
arteries in such cases may sometimes cause a fatal 
angina or collapse and death. The author has col- 
lected five cases in which this drug was considered 
responsible for the child’s death. C. H. Davis. 
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Reich and Beresnegowski: Study of the Adrenalin 
Content of the Adrenals in Acute Infections, 
Especially Peritonitis (Untersuchungen iiber den 
Adrenalingehalt der Nebennieren bei akuten Infek- 
tionen, besonders Peritonitis). Beitr. 2. klin. Chir., 
1914, XCl, 403. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In 1909, Hornowski published a paper in which 
the statement was made that in fatal cases of 
anesthesia and in unexplained deaths from so-called 
surgical shock there was an exhaustion of the 
chromaftin system, and that possibly this was the 
cause of the sudden failure of the circulation. This 
caused Reich and Beresnegowski to undertake 
some experiments with a view to determining wheth- 
er there were similar anatomical findings in the fall 
in blood-pressure caused by peritonitis. The adrena- 
lin content of the suprarenal glands was demonstrat- 
ed histologically, the demonstration being based 
on the affinity of the adrenalin containing medullary 
cells for chromium. The authors prefer the Giemsa 
stain recommended by Schmorl to von Wiesel’s 
method. 

It may be regarded as proved that the chromium re- 
action is due exclusively to the presence of those ad 
renal substances that, in biological experiments, with 
the extract of the glands produce fall in blood-pres- 
sure, dilatation of the pupil, and stimulation of 
smooth muscle, and are commonly known as adrena- 
lin, and that, moreover, under normal conditions, 
a marked chromium reaction can always be demon- 
strated histologically. 

In experimental peritonitis in rabbits ending in 
death the authors always found marked decrease is 
chromaflin in the adrenals. Further experiments 
showed that the chromaffin reaction was influenced 
very quickly and intensely by acute general infec- 
tions with bacterium coli and pneumococci, but that 
if the infection was too acute, death occurred before 
there was any marked effect on the chromaffin. 
The authors did not settle the question of whether 
the chromaffin substance was influenced to different 
degrees by intra- and extraperitoneal infections. 
They believe that the influence on the chromium 
reaction and the effectiveness of the extract in 
general infections is a primary rather than a second- 
ary one, and that it is caused directly by the bac- 
teria or their toxins. They think the hypothesis 
very plausible that the fall in blood-pressure in in- 
fections is due primarily and, in many cases, almost 
exclusively to central vasomotor paralysis, but that 
in other cases there is a peripheral hypotonus of the 
vessels caused by adrenal insufficiency that increases 
the effect. In the second part of the work they 


tested Heidenhain’s treatment of fall in blood- 
pressure from peritonitis with infusions of adren- 
alin-salt solution. They showed that in normal 
rabbits copious injections of salt solution did not 
produce any disturbance of the balance of adrenalin 
production, and that if adrenalin is artificially 
added in toxic quantities the adrenal glands of 
normal animals suffer a considerable decrease in 
their physiological adrenalin content. Parallel ex- 
periments in rabbits with peritonitis did not give 
uniform results. A stronger chromium reaction 
in peritonitis was not obtained by the use of ad- 
renalin infusions. The decrease in chromafiin sub 
stance was the same in all animals dying of peri 
tonitis, whether they were treated with salt solu 
tion, salt solution with adrenalin added, or not 
at all. 

Irom further experiments the authors concluded 
that in rabbits the course of an acute peritoneal in- 
fection is favorably influenced by injection of salt 
solution containing adrenalin, but they could not 
tell whether the effect was due to the salt solution or 
to the adrenalin. 

In the third part of the work they report the re- 
sults of a study of the adrenals in man. If the 
results of animal experiments are to hold good in man 
it will be necessary to demonstrate histologically or 
chemically a decreased adrenalin content in cases 
of weakness of the circulatory system. ‘Therefore 
they examined the adrenals of 27 patients who died 
of acute peritonitis, and the organs in 12 cases 
of non-peritoneal septic infection, in 2 cases of 
hemorrhage, and in o cases of chronic infectious 
diseases. 

The human adrenal material seemed to the au- 
thors not well adapted to histological study of the 
anatomical condition of the chromaffin tissue dur- 
ing life, and to conclusions as to its functional con- 
dition; therefore they could attach full value to the 
chromium reaction in human adrenal glands only 
when it was positive. Negative reactions should be 
judged with great caution. 

The conclusion reached by the authors is that 
acute fatal peritonitis in man does not cause the 
same uniform decrease in the chromaffin substance 
of the adrenal glands that it does in rabbits with 
peritoneal sepsis. Kou. 
Kindley, G. C.: The Adrenals in Acute Infections. 

Tex. St. J. Med., 1914. x, 195. 
By Surg., Cynec. & Obst. 

The writer reviews the history of the knowledge of 
the adrenals through various stages from their dis- 
covery down to the present day, and appends a large 
bibliography. 
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His aim is to determine the pathological changes 
in the adrenals in infectious diseases. His material 
consisted chiefly of clinical histories and _post- 
mortem records of patients dying of acute infectious 
diseases, 45 cases in all being studied: lobar pneu- 
monia, 9; bronchopneumonia, 13; typhoid fever, 9; 
cerebrospinal meningitis, 8; general miliary tuber- 
culosis, 4; and yellow fever, 2. 

Only one adrenal in each case was sectioned and 
the stain was made by hematoxylin by the Van Gie- 
son method. 

The results of the study were recorded in a series 
of tables, a summary of which follows: 

The medulle of the adrenals showed the following 
conditions: Cellular atrophy, 27 cases; congestion, 
18 cases; small hemorrhages, 2 cases; foci of infiltra- 
tion of lymphocytes, 8 cases; fibrosis, 2 cases; cavita- 
tion, 4 cases; post-mortem degeneration, 3 cases; 
and normal, with chromaffin-cells staining rather 
deeply, 4 cases. While more than one change in a 
single case was frequently noted, there were also 
graduations in the severity of each particular pro- 
cess. The most constant changes, and doubtless 
the most important, were seen to be cellular atrophy 
and congestion. These conditions were present, 
either singly or together, in 34 cases—practically 
three-fourths of the number studied. The first 
change—atrophy of the cells—predominated in 
bronchopneumonia and typhoid fever, while con- 
gestion was more prominent in lobar pneumonia 
and epidemic cerebrospinal meningitis. In the 4 
cases in which the adrenals were normal, the heart 
musculature was more or less degenerated. The 3 
cases of post-mortem degeneration were well marked, 
but as to this the writer is inclined to agree with 
Gruner, who says that post-mortem changes in the 
adrenal medulla are not as frequent as is commonly 
supposed, even if thirty hours elapse before the 
tissues are fixed. A. C. STOKES. 


Brown, P.: The Réntgen Determination of Certain 
Renal and Ureteric Variations and Disorders. 
Boston M. & S. J., 1914, clxxi, 373. 

By Surg., Gynec. & Obst. 

The keynote of this article is codperation and 
collaboration between surgeon, cystoscopist, and 
réntgen worker. 

The element of visceral abnormality in which 
the réntgen rays have proved to be a diagnostic 
factor in this field may be divided into (1) enlarge- 
ments of the renal viscus, with but secondary refer- 
ence to its pelvis; (2) dilatation of the renal pelvis, 
with no especial reference to the interstitial tissue; 
and (3) a combination of renal enlargement and 
pelvic dilatation. 

It is usually extremely hard, without accessory 
or secondary knowledge, to determine réntgenologi- 
cally between a hypertrophy due to compensatory 
change and an enlargement due to hydrostatic pres- 
sure or to primary disease. From this viewpoint 
alone, collaboration is decidedly advantageous. 

H. W. PLAGGEMEYER. 


Stanton, E. M.: The Causes of Renal Pain. JN. Y. 
St. J. Med., 1914, xiv, 463. 
By Surg., Gynec. & Obst. 

In discussing the causes of renal pain which are 
produced by pathological conditions, the author cites 
two very different varieties of pain associated with 
diseases of the upper urinary tract: (1) the typical 
renal colic with its excruciating violent and radiating 
pains; and (2) the fixed pain, which in its turn may 
be dull and vague or sharp and intense. 

The type of pain typified by renal colic is due to 
excessive contraction of the smooth muscle in the 
pelvis and ureter. Any stimulus, whether mechan- 
ical or chemical, which is capable of exciting exces- 
sive urethropelvic contractions seems capable of 
causing renal colic; e.g., inflammatory processes 
involving the ureter or pelvis may be the cause of 
painful spasmodic muscular contractions in these 
structures. Colic may also result from efforts to 
propel a foreign body along the ureter, and the lumen 
may be obstructed by stricture, by a kink, or by 
pressure from without. 

Fixed pains are mostly due to distention of the 
renal capsule, as by acute congestion or parenchy- 
matous swelling, traction on an inflamed capsule; 
and in neurasthenic enteroptosis the simple drag of 
the non-inflamed organ on its attachments seems 
capable of producing the pain. 

Stanton groups the causes of renal pain under the 
following heads: 

1. True kidney pains: infraction, acute and 
chronic nephritis, renal congestion, pyelonephrosis, 
tumor growths, nephralgia, and renal crises. 

2. Pains caused by distention or muscle spasm 
along the upper urinary tract; renal colic due to 
pelvic and ureteral irritability without demonstrable 
obstruction; renal calculus; ureteral obstruction— 
intermittent hydronephrosis; infections; and hemor- 
rhage. 

3. Malpositions; Dietl’s crises and dragging 
pains. 

The most typical example of renal pain is seen in 
cases of unilateral infarcts of the kidney. Acute 
paroxysmal pain occasionally accompanies either 
acute or chronic nephritis. 

Renal congestion is well exemplified by the dull 
ache. Pyelonephrosis is frequently the cause of the 
fixed type of renal pain, and in pyelonephritis and 
cystic infections of the upper urinary tract the ab- 
sence of pain is often encountered. 

Tumors of the kidney frequently produce early 
intracapsular tension pain. Nephralgia is used as a 
diagnosis only where no definite cause for the pain 
can be located. 

Renal crises are very rare. In paroxysmal pains 
of renal origin one should look for tabes or other 
lesions of the central nervous system. 

As regards calculi as a cause of renal pain it is to 
be remembered that typical renal colic is not nec- 
essary for the diagnosis of calculi, as they may be 
causing widespread destruction of the kidney with 
little or no pain. 
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Ureteral obstruction is a frequent cause of renal 
pain. 

Early renal tuberculosis is frequently accompanied 
by well-marked pain. 

Colicky pains frequently accompany all of the 
purulent infections of the upper urinary tract and 
are probably the result of temporary complete ob- 
struction. 

Renal hemorrhage accompanied by the formation 
of clots in the pelvis or ureter is usually accompanied 
by renal colic. 

Malpositions of the kidney result in kidney pain 
of a dragging character. 

Hydronephrosis in the presence of movable kid- 
ney is usually due to periodic kinking of the pelvis 
or ureter over aberrant blood-vessels. 

True Dietl’s crises have been very rare in the ex- 
perience of the author. THEO. DrozpowI!tTz. 


Cabot, H.,and Brown,L.T.: Treatment of Movable 
Kidney With or Without Infection by Posture. 
Boston M.& S.J., 1914, clxxi, 369 

By Surg., Gynec. & Obst. 

The authors present an extremely interesting 
consideration of the relationships existing between 
the thoracic-abdominal ‘“‘shape”’ and the functioning 
capacity of the subdiaphragmatic organs, and con- 
siders the difference between the normal and the 
average body. 

In the normal body, practically all the solid 
abdominal viscera lie in a plane above a cross-section 
through the umbilicus, the right kidney being pro- 
tected especially by the right lobe of the liver, and 
ying without undue pressure in its bed of retro- 
peritoneal fat. On the left side the small intestine 
and the sigmoid act as a balloon support in normally 
shaped bodies. 

In the average body or in the distinctly abnormal 
body, with sunken chest, narrow xiphoid angle and 
lax or protruberant abdomen, all normal supports 
are relaxed, with consequent derangement of blood 
supply, and all the ills attendant upon ureteral 
dislocation and loss of integrity of the sympathetic 
nervous system. 

The paper as a whole is a plea for codperation be- 
tween the urologist and the orthopedist, and urges a 
careful consideration of the external lines of the body 
in addition to the usual careful routine study of the 
viscera. H. W. PLAGGEMEYER. 


Furniss, H. D.: Colon Bacillus Infections of the 
Kidney. Post-Graduate, 1914, xxix, 674. 

By Surg., Gynec. & Obst. 

Colon bacillus infections of the kidney are dis- 
cussed by the author under the following headings: 
(1) Why are the urinary organs so susceptible to the 
ecolon bacillus? (2) What are the factors predispos- 
ing toinfections? (3) What are the exciting causes? 
(4) How does it gain entrance? (5) What is the 
natural course of the infection? (6) What method 
offers the best hope of eradicating the infection? 


Each of these questions is answered very logically 
and clearly, but the paper does not lend itself to 
abstraction. Irvin S. Koi. 


Chute, A. L.: Some Observations on Pyogenic In- 
fections of the Upper Urinary Tract. Boston 
M.& S.J., 1914, clxxi, 368. 

By Surg., Gynec. & Obst. 

The author considers renal infection from the 
standpoint of the blood-stream, the ureters, and the 
lymphatics, and feels that the avenue of approach 
most threatening to the integrity of renal function is 
the ureteral one, since this type of infection is so 
often associated with back pressure or obstruction. 

The relative frequency of the colon bacillus, 
staphylococcus, and pyocyaneous is in the order 
named, though there are few pyogenic organisms 
that may not serve as the medium of infection in the 
upper urinary tract. 

There is no constancy of the lesion brought about 
by the infection of a kidney with a given organism. 
Neither does the route of infection necessarily pro- 
duce a definite type of lesion. 

Especial emphasis is laid upon the necessity of a 
tentative diagnosis of acute renal infection in chil- 
dren presenting an indefinite illness with tempera- 
ture. 

Pure pyelitis is rare. There is usually some in- 
volvement of the renal tissue, so that strictly speak- 
ing the cases are pyelonephritis, the extent of the 
nephritic element being roughly indicated by the 
amount of albumin present in the urine. 

The estimation of the amount of albumin is an 
easier and quicker way of distinguishing between an 
inflammatory invasion of the upper and lower tract 
than by depending upon the finding of casts and 
other distinctly renal elements. With a considerable 
suppuration, casts are only rarely found—therefore 
their absence is of no real value. Bladder lesions, 
excepting papillomata, do not usually give more 
than one per mille of albumin by Esbach, while 
upper tract lesions may give considerably more. 

The underlying principle of treatment in chronic 
infections is the securing of adequate drainage in 
cases where conservative treatment is possible. 

While conservative treatment thus far has been 
anything but encouraging, and while brilliant results 
have been secured from the removal of a suppurating 
kidney in the presence of a well kidney it is necessary 
to seek for a conservative solution of the problem 
rather than to persist in the radical attitude at 
present held. H. W. PLAGGEMEYER. 


Datyner, H.: Renal Hematuria (Uber renale 
Himaturien). Arch. f. klin. Chir., 1914, civ, 466. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author reports three cases of renal hama- 
turia. In one case, that of a 54-year-old man, one 
kidney was removed on account of severe hemor- 
rhage. The bleeding was the only clinical symptom. 
On microscopic examination a parenchymatous 
nephritis was demonstrated. In the other cases 
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— men of 28 and 50 years — the diagnosis of renal 
hemorrhage as a result of nephritis could be made 
with certainty. The symptoms in one of the pa- 
tients were more those of ‘“‘kidney colic,” in the 
other those of ‘‘hamaturic nephritis.” 

The author believes that in many of the cases of 
so-called idiopathic renal hamorrhage there is 
really a nephritis, but that there are a few cases 
that must really be designated idiopathic. A so- 
called unilateral nephritis is always a_ bilateral 
disease, but more marked on one side than the 
other. If conservative methods fail, nephrotomy 
must be performed, which, moreover, often has to 
be done in order to make a positive diagnosis. In 
other cases decapsulation or extirpation of the kid- 
ney is indicated. OEHLECKER. 


Baggerd: Copious Hemorrhage into the Bed of the 
Kidney (Zur Kenntnis der Massenblutungen ins 
Nierenlager). Beitr. 2. klin. Chir., 1914, xci, 454. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The case the author cites was a 44-year-old 
patient who had suffered for years from severe, 
paroxysmal pains on the right side, frequently ap- 
pearing after taking alcohol. The pains were ap- 
parently due to hydronephrosis. Some days before 
admission to the hospital the patient had had an 
especially severe attack, and there had been blood 
in the urine, which had never occurred before. 
There was marked anemia, pain, hematuria, and 
a tumor suddenly appeared in the right kidney 
region. As hemorrhage from any other source 
could be excluded and as the author had once before 
seen a similar case, he made a diagnosis of copious 
hemorrhage into the bed of the kidney. Im- 
mediate operation confirmed the diagnosis, but 
rapid nephrectomy was unsuccessful, and the pa- 
tient died in a few hours. 

The author discusses briefly the previous litera- 
ture — 26 cases — especially with regard to the 
localization of the hemorrhage, whether intra-, 
inter-, or extracapsular, and describes the clinical 
picture in his own and the previously published 
cases. He believes that in his case there was a 
kinking at the outlet of the kidney pelvis that caused 
hydronephrosis, and that this in turn caused rise of 
blood-pressure at the time of the attacks; this, in 
connection with the injury to the blood-vessels 
from an extensive glomerulonephritis that could be 
demonstrated microscopically in the specimen, led 
to considerable capillary hemorrhage. The hemor- 
rhagic area was as large as a boy’s head. Neither 
in this case nor in any of the earlier ones was a large 
vessel found to be the source of the hemorrhage. 

It is possible to diagnose the condition, although 
it may be, and has been, confused with other intra- 
abdominal diseases, for instance, of the gall-bladder 
and appendix, or with other kidney diseases, as 
hydronephrosis and _ paranephritis. Important 
signs in the diagnosis are the rapidly developing 
tumor, severe localized pain, and the symptoms of 
internal hemorrhage. The prognosis with con- 
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servative treatment is bad; all the cases so treated 
have died. 

With early operation the results are, as a rule, 
good. The treatment should be operative: either 
simple incision, cleaning out of blood-clots and 
tamponing, or nephrectomy, depending on the 
individual case and the cause of the hemorrhage. 
In suppurative processes, hydronephrosis, tubercu- 
losis, and tumor of the kidney, nephrectomy should 
be performed. ELLERMANN. 


Schwarzwald, R. T.: Arteriosclerosis of the Kidney 
(Zur Frage der Nierenarteriosklerose). Ziéschr. f. 
Urol., 1914, viii, 391. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

This is a short report of three cases from Zucker- 
kandl’s clinic in which arteriosclerotic changes were 
found in the kidneys after kidney colic and hema- 
turia. The arteriosclerosis was visible macroscop- 
ically in one case; in the others it was recognizable 
in the histological picture. There were typical 
changes in the arteries and in the blood around 
them; around the atrophic foci there were signs of 
reactive inflammation. 

The author believes that many of the cases re- 
ported as circumscribed nephritis are really such 
demarcating inflammatory processes, and suggests 
for these cases the name of ‘“‘dyspraxia renis inter- 
mittens angiosclerotica.” 

In the discussion, LOHNSTEILN, of Berlin, and HEy- 
MANN, Of Diisseldorf, reported cases of essential 
hematuria observed by them, in which nephrotomy 
brought about complete recovery. In Heymann’s 
second case there was also arteriosclerosis. MAnN- 
KIEWIcz, of Berlin, reported two cases of renal 
hemorrhage due to hemophilia, in which the 
bleeding was stopped by absolutely dry diet and 
gelatin. RUBRITIUS. 


Lund, F. B.: Rovsing’s Operation for Congenital 


Cystic Kidney. J. Am. M. Ass., 1914, lxiii, 1083. 


By Surg., Gynec. & Obst. 

After a very interesting discussion of the pa- 
thology of congenital cystic kidney, the author divides 
the clinical history into three stages: 

1. The stage of progressive enlargement in one 
or both kidneys, without any subjective symptoms. 

2. The stage of subjective symptoms and object- 
ive signs, which may last from a few months to six 
or eight years. 

3. The stage of decreasing elimination of urine, 
in which appear the symptoms of uremia or cerebral 
complications. 

Males and females are equally affected, and a 
fatal issue usually takes place in the fourth, fifth, 
or sixth decade. The enlargement is rarely dis- 
covered before adolescence. 

A detailed description is given of the operation 
according to Rovsing’s method, each point of which 
is of such intimate value to the success of the opera- 
tion that it does not lend itself to abstraction. 

Trvin S. Kot. 
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MacNider, W. de B.: The Vascular Response of the 
Kidney in Acute Uranium Nephritis; the In- 
fluence of the Vascular Response on Diuresis. 
J. Pharmacol. & Exp. Therap., 1914, vi, 123. 

By Surg., Gynec. & Obst. 


In this third and concluding article of a study of 
the vascular response of the kidney in acute uranium 
nephritis, MacNider undertakes to determine which 
element of the kidney, vascular or epithelial, is most 
concerned in the establishment of anuria. Pearce, 
Eisenbray, and Hill, in recent experiments on ani- 
mals nephritic from potassium bichromate, uranium 
nitrate, or corrosive sublimate, observed that, fol- 
lowing an anesthetic, these animals became anuric. 
Pearce et al also noted that in certain animals, 
nephritic from uranium and anuric following an 
anesthetic, the renal vessels were still responsive to 
such stimuli as caffein, adrenalin, etc., and explained 
this absence of diuresis with vasodilatation as due 
to an impermeability of the glomerulus as a result 
of the anesthetic. 

In his earlier experiments, MacNider found his- 
tological evidence of severe tubular injury in all 
kidneys which had shown anuria or a condition 
approaching anuria, whereas in these kidneys there 
was never any constant or marked vascular change 
histologically. In order to determine the relative 
epithelial or vascular responsibility in the anuric 
state, experiments were undertaken to compare the 
vascular response of animals nephritic from uranium, 
which become anuric following an anesthetic 
(Group II), with other animals, the controls, 
nephritic from the same quantity of uranium, but 


which do not become anuric following Grehart’s 
anesthetic (Group I), or following morphine-ether 


anesthesia (Group III). It was possible to show 
by these experiments that the renal vessels remain 
responsive to stimuli which cause an increase in 
kidney volume (measured by the oncometer), vasodi- 
Jatation, ora decrease in kidney volume, vasoconstric- 
tion. The degree of this response was seen to vary 
in animals of the same group as well as in those of 
the different groups, so that it was not possible to 
determine in which group the animals were the most 
responsive. The experiments, however, demon- 
strate that following a vasodilatation from caffein in 
the control animals, Groups I and III, which may 
be as low as plus 32 to plus 37 mm., an increase in 
urine output occurs, but that a much greater vasodi- 
latation in the anuric animals, Group II (plus 63 to 
plus 91 mm.), does not cause a flow of urine. Mac- 
Nider, therefore, concludes: 

1. When caffein is given to an animal nephritic 
from uranium with an epithelial element intact, 
following a rise in kidney volume from the vasodila- 
tation induced by the caffein, there is an increase in 
the flow of urine. 

2. When, however, caffein is given to an animal 
nephritic from uranium with an epithelial element 
which is in various stages of necrosis, there is no 
change in the rate of urine flow even though the 
vascular response from the caffein may be as great 


as, or greater than, the vascular response in the 
animals in which the caffein was of diuretic value. 

3. From the investigation it would appear that 
the functional capacity of the kidney nephritic from 
uranium is more dependent upon an intact epithe- 
lial element than it is upon a responsive vascular 
mechanism. FRANK HINMAN. 


Smith, F. H.: Pyelitis in Children, a Cause of Ob- 
scure Fever. Old Dominion J., 1914, xix, 77. 
By Surg., Gynec. & Obst. 
This author brings out a very important point in 
the introduction of his article; viz., that until the 
urine has been examined, no case of febrile illness in 
children should be regarded as obscure. In some 
children the cause of the unexplained fever is revealed 
as pyelitis. In a predisposing etiology, he men- 
tions three points of importance: (1) The preponder- 
ance of pyelitis in female children. (2) It occurs 
most frequently under twelve months of age, which 
fits in with the theory suggested by the sex: that the 
causation depends upon the soiling of the vulva 
with faces, the faces passing thence into the blad- 
der, ureter, and pelvis of the kidney. (3) The colon 
bacillus is in the largest majority of cases the excit- 
ing cause—a further substantiation of the belief 
that the infection comes from the bowel. 
Irvin S. KOoLt. 


Ballenger, E. G., and Elder, O. F.: The Diagnosis of 
Surgical Affections of the Kidney and Bladder. 
Atlanta J.-Rec. Med., 1914. Ixi, 250. 

By Surg., Gynec. & Obst. 

The authors have given a general summary of 
genito-urinary diagnosis, illustrating the various 
steps by case reports. One of these cases is of espe- 
cial interest. An abscess developed following an 
intermuscular injection of quinine in the right hip. 

Large quantities of pus appeared in the urine. An 

osteosarcoma of the hip was eliminated and cystos- 

copy was done. Pus was observed coming from a 

small opening in the right side of the bladder. Indi- 

go-carmin came through the urinary orifices, but the 
drainage from the pus opening was uncolored. 

Drainage of the hip abscess demonstrated that it 

had pointed through the sacrosciatic foramen, 

along the sciatic nerve into the pelvis, and then 
retroperitoneally below the brim of the pelvis and 
along the ureter into the bladder. C. D. PickreE-t. 


Fitz, R.: The Value of Tests for Renal Function in 
Early and Advanced Bright’s Disease. Am. J. 
M.Sc., 1914, cxlviili, 330. By Surg., Gynec. & Obst. 

Fitz’s compilation of the present status of the lit- 
erature on the value of renal functional tests in 

Bright’s disease is certainly a contribution which 

clears up a great many knotty points. The article 

is well worth reading, not only for the case reports, 
but for the individual theorizing of the author and 
the citations from the literature. 

After discussing the works of Fleisher, Schlayer, 

Voit, and Janeway, and discussing the procedures of 
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Folin, Denis, Marshall, and others, he concludes that 
on the whole the functional test is of great value. 
These observations merely emphasize that if the 
degree of renal insufficiency is to be judged with 
accuracy more than one test must be used. 

Fitz believes that the study of the nitrogen excre- 
tion is of some value, provided always that begin- 
ning uremia can be excluded. 

Obermeyer and Pepper showed that cases of 
uremia have a higher incoagulable nitrogen content 
in the blood than normal individuals have, and Widal 
has gone so far as to say that it is possible to base an 
approximate prognosis as to length of life on the 
degree of urea retention. Strauss opposes the en- 
tire proposition and says that the high percentage of 
urea content is always an indication of uremia, and 
Foster’s results bear out the statement. 

Widal has also emphasized the relation of faulty 
sodium chloride excretion to oedema and its inde- 
pendence of nitrogen retention, although Bickel was 
unable to corroborate this by means of electrical 
conductivity. 

Bohne assumes that much of the retained sodium 
chloride in nephritis is stored up in the tissues rather 
than in the blood, while Marie assumes that the 
chlorides are “‘free’’ and that they increase the 
concentration of the blood and tissues. 

Fitz believes that whatever the relation of salt 
retention to oedema may be, there is no doubt that 
certain cases of advanced nephritis with normal 
function in other regards are unable to excrete sodium 
chloride and so develop oedema. The cases reported 
by Austin and Pepper and by Baetjer demonstrate 
this strikingly. In Baetjer’s cases, which were of 
well-marked nephritis, the phthalein and lactose 
outputs were normal or increased; yet the patients 
were unable to excrete chloride, and after its adminis- 
tration retained water. Apparently Austin and 
Pepper’s case is of the same type. This shows from 
another point of view that more than one kind of test 
must be made to estimate the total renal function. 

The author affirms that considerable evidence is 
at hand to show that certain manifestations of renal 
insufficiency are produced by retention of acids in 
the body, with a consequent acidosis. He believes 
tests for renal function in Bright’s disease are valu- 
able aids in diagnosis, prognosis, and treatment. 

Stress is laid on the lactose, salt water, potassium 
iodide, and nitrogen tests in the early diagnosis of 
nephritis; in the advanced cases the phthalein test is 
most satisfactory. The non-protein nitrogen of the 
blood offers additional information in regard to the 
faulty eliminative powers on the part of the kidney, 
and yet cases occur in which both blood-nitrogen 
and phthalein are normal. Chloride retention is an 
important factor in the disease. 

The conclusions are that the study of renal func- 
tion in advanced nephritis is a complex question and 
that no one test alone is conclusive, but that dietetic 
measures may be more rationally prescribed if 
functional efficiency of the kidney is studied care- 
fully. A. C. STOKES. 


Jones, W. C.: Experimental Ligation of One Ureter; 
Application of Results to Clinical Gynecology. 
Am. J. Obst., N. Y., 1914, Ixx, 320. 

By Surg., Gynec. & Obst. 

After an extensive discussion of the subject 
the author reaches the following conclusions: 

1. During the first ten days after complete 
ureteral obstruction in dogs, the gross changes are 
not marked, a slight hydronephrosis being practical- 
ly the only lesion found. 

2. From the tenth to about the sixtieth day con- 
stitutes a period of hydronephrosis, during which 
no general atrophies are found. 

3. At the expiration of about two months the 
kidneys are divided into two groups: (1) those that 
continue to enlarge, and (2) those which undergo 
general diminution in size. 

4. More or less gross evidence of intrarenal infec- 
tion is almost constant after the tenth day. It 
seems that the less the infection the more marked is 
the general renal shrinkage. 

5. Perirenal anastomoses do not seem to favor the 
development of hydronephrosis, for adhesions were 
much more marked in the atrophy series than in the 
large hydro- and pyonephroses. 

6. There is considerable evidence that low liga- 
tions are much more prone to be followed by atrophy 
than are those near the kidney. 

7. As far as it has been possible to ascertain, 
young dogs seem more liable to infection and con- 
sequent cystonephrosis than old ones. 

8. In most instances the intra-ureteral pressure 
was not high in the ureterorenal cystoses. 

g. If as much care is exercised in dog surgery as 
in human surgery, neither the morbidity nor the 
mortality of sudden complete ureteral obstruction is 
high, especially if severe infection can be avoided. 

In the human, the following points are worthy of 
particular mention from a clinical standpoint: 

1. The ureter is injured probably in from 1 to 3 
per cent of all intraperitoneal operations upon the 
female pelvic organs. This accident is more common 
by the vaginal than by the abdominal route. 

2. The causes of these injuries are: (1) displace- 
ment or intimate involvement of the ureter by 
pathological structures in the pelvis, especially 
uterine and ovarian tumors; (2) congenital abnor- 
malities; and (3) lack of care by the operator. 

3. The different kinds of ureteral injuries, stated 
approximately in the order of the frequency of their 
occurrence, are: (1) ligation, (2) clamping, (3) kink- 
ing (these three usually produce complete occlusion), 
(4) incision, (5) resection, and (6) destruction of 
blood supply. Complete obstruction may lead to 
the following results, named approximately in the 
order of their seriousness: Local—(a) infection— 
15 per cent, (6) fistula—z24 per cent, (c) hydro- 
nephrosis—8o per cent, (d) general renal atrophy 
—less than 20 per cent in Barney’s series. General 
(e) toxemia—very rare, (f) anuria—1.6 per cent, 
(g) no symptoms—2zr per cent. The mortality of 
unilateral ureteral obstruction is 18 per cent. 
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4. In the diagnosis of ureteral obstruction, the 
most important means is the ureteral catheter. 

5. The prevention of injury to the ureter usually 
may be accomplished by a careful unraveling of the 
pathological anatomy in each case, beginning high 
up where the conditions are normal and where the 
ureter is easily found. Too much reliance must 
not be placed on normal anatomy. In ligating pelvic 
vessels, each one should be isolated before tying. 
Above all, the surgeon must realize the imminence 
of the danger—that injury to this duct together 
with hemorrhage constitutes the chief danger of 
hysterectomy. 

6. Intentional ligation of the ureter may be in- 
dicated in irreparable injuries to this duct, in order 
to get rid of the kidney functionally. In these cases 
the procedure replaces immediate nephrectomy. 
The kidney may be removed later, if necessary; 
but if no serious symptoms arise, nothing further 
need be done. Even though it is technically possi- 
ble to repair the ureter, the patient’s condition may 
not allow prolongation of the operation. In this 
instance the ligation is a strictly temporary measure 
to be followed by an early secondary operation for 
the restoration of the ureteral lumen, before the 
function of the kidney becomes seriously impaired. 
This procedure has been used by a goodly number of 
leading gynecologists, and holds excellent promise 
of becoming an established procedure in selected 
cases. N. S. HEANEY. 


BLADDER, URETHRA, AND PENIS 


Hildebrand: Tumors of the Bladder (Blasen- 
tumoren). Deutsche Gesellsch. f. Chir., 1914. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Uniformity in treatment has not yet been at- 
tained and the operative mortality is still too high. 
In carcinoma it is about 30 per cent. In carcinoma 
there is still considerable difference of opinion as to 
what method of operation is best. The methods in 
use are extirpation of the tumor through the bladder 
after high section, resection of the tumor with a 
piece of the bladder, and total extirpation of the 
bladder. A series of cases given shows the severity 
of the operation and the high operative mortality. 
No marked improvement in results can yet be re- 
ported; permanent recovery practically never 
occurs. ‘This is explained by the fact that radical 
operation is only undertaken in the severest cases. 

The dangers of operation are peritonitis and phleg- 
mon of the connective tissue, both caused by the 
infiltration of urine. Attempts have been made to 
overcome this danger by discharging the urine either 
through a temporary kidney fistula or by im- 
plantation of the ureters in the skin or the intestine. 
The latter methods should not be used. The 
lymph-glands are taken into consideration far too 
little. It has been incorrectly asserted that these 
are practically never involved in cancer of the 
bladder. 

Hildebrand’s experience, as well as the autopsy 


reports at the Charité show that the lymph-glands 
are involved in a high percentage of the cases. To 
be sure, lymph-tracts have not been demonstrated 
with certainty in the mucous membrane of the 
bladder; but the muscular coat shows numerous 
lymph-vessels. ‘They conduct the lymph, as Hilde- 
brand shows in detail, to certain lymph-glands lying 
at great distances from one another. Therefore, if 
these were removed it would complicate the opera- 
tion considerably, and would demand the opening of 
the peritoneum in different places. This would 
increase the operative mortality too much. On the 
other hand, improvement in the prognosis cannot 
be expected without removal of the lymph-glands. 
In papillomata the methods are intravesical re- 
moval and high section. The intravesical method 
would be preferable if malignant cases could be 
distinguished from benign ones with certainty by 
macroscopic examination. But, as von Frisch has 
shown in a report of more than 200 cases, 50 per 
cent of the papillomata have carcinomatous inclu- 
sions in the pedicle or in the lymph-tracts. There- 
fore, a certain diagnosis cannot be made if intra- 
vesical methods are used. All cases must be treated 
as if they were carcinoma: not only must the tumor 
be removed, but the base on which it rests. Frisch 
himself has adopted high section, a method of 
operation that gives 8 to 9 per cent mortality. 
KATZENSTEIN. 


Casper, L.: Tumors of the Bladder (Uber Harn- 
blasengeschwiilste). Med. Klin., Berl., 1914, x, 
621. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses the pathology and symp- 
tomatology of tumors of the bladder and maintains 
that any hemorrhage from the urinary tract de- 
mands immediate cystoscopy. Radium may be 
used therapeutically in malignant tumors. Of three 
cases so treated, 2 were unfavorably influenced 
because of quick absorption of the tumor tissue or 
rapid growth of the tumor; one almost entirely dis- 
appeared. 

Definite judgment cannot yet be passed as to the 
value of radium, and all operable malignant tumors 
should still be operated on. In benign tumors the 
intravesical method should be used, as it is without 
danger and there are few recurrences after it, while 
after sectio alta, a benign papilloma is often changed 
into a malignant papillomatosis. 

Treatment with the high-frequency current is 
most effective; the part of the tumor touched with 
the head of the sound is coagulated without bleed- 
ing. Large benign tumors should first be removed 
with the loop and the stump then treated with the 
high-frequency current. GEBELE 


Uhle, A. A.: The Treatment of Bladder Papilloma 
by High-Frequency Destruction. Ann. Surg., 
Phila., 1914, lx, 319. By Surg., Gynec. & Obst 

The paper embraces reports and histories of eight 
cases. The author quotes Beer, who was the first 
to employ this method successfully in the treatment 
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of bladder papilloma. Various terms have been 
applied to this form of treatment: viz., fulguration, 
desiccation, high-frequency cauterization, and ther- 
mocoagulation. The currents applied are either 
Oudin or d’Arsonval. 

The first four cases were completely cured. The 
fifth was suggestive of malignancy and after treat- 
ment the patient disappeared from observation. 

The sixth case received, in all, 21 applications 
made at intervals of a few days. Two weeks after 
the last treatment there was no evidence of the 
tumors. This case is still under observation. 

The seventh case is still under treatment and the 
diagnosis is still in doubt. 

The diagnosis of the eighth case was carcinoma of 
the bladder. 

The author believes that high-frequency destruc- 
tion of benign growths of the bladder is a very effec- 
tive method of treatment, even when the bladder is 
extensively involved. In regard to the use of this 
form of treatment in malignant tumors, he believes 
that the immediate effects are apparently good, as 
shown by the diminution of the growth and the 
cessation of the hemorrhage, but that a cure should 
not be expected. HERMAN L. KRETSCHMER. 


Morton, C. A.: Excision of the Bladder for Malig- 
nant Disease. Brit. \J.J., 1914, i, 1224. 
By Surg., Gynec. & Obst. 

Morton believes that when a surgeon makes a 
suprapubic examination of the bladder in cases 
in which a growth is seen with the cystoscope or 
suspected to be present from the symptoms. he 
must be prepared to excise the portion of the bladder 
wall which is infiltrated by a malignant growth, or if 
extensively involved to completely remove the 
bladder. He records four cases: in one, there was 
complete excision of the bladder for extensive 
epithelioma; in three, the bladder was partially 
resected for malignant disease. 

In the first case the history pointed to an en- 
larged prostate with cystitis. On exploration by the 
suprapubic route, almost the entire wall of the 
bladder was found to be infiltrated by an ulcerating 
growth. The bladder was drained for a fortnight, 
when a ureterostomy was performed. A loin in- 
cision was made in each side, the ureters divided low 
down, the distal ends tied, and the proximal ends in 
which the catheters were tied were brought out and 
sutured to the angles of the wounds; from the 
catheters the urine was carried away by rubber 
tubes. Two weeks later the entire bladder was 
removed and the bladder cavity packed with 
iodoform gauze through the suprapubic drainage 
tube opening. The granulations around the open- 
ing and the abdominal skin were carefully prepared, 
and through a perineal incision the prostate and 
rectum were separated. With the patient in the 
Trendelenburg position, an incision was made around 
the drainage tube opening, and the skin edges 
sewed together over the opening. The abdomen 
was opened, the intestines packed back, the bladder 
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separated from the symphisis, the peritoneum cover- 
ing the posterior surface of the bladder was divided 
half an inch from its reflection on the bladder and 
left on its posterior surface. The bladder was then 
tied off in strands from the pelvic wall, the ureters 
were dragged down, the urethra divided, and 
strands of tissue passing from the sides of the 
rectum to the lateral walls of the pelvis were clamped 
and divided. The area from which the viscus was 
removed was packed with gauze, and the abdominal 
wound closed; a considerable gap still existed in the 
peritoneum, through which the intestines came in 
contact with the packing. A drainage tube was 
placed in the perineal wound. Noserious symptoms 
followed the operation. The packing was removed 
on the fifth day through the abdominal wound and 
a drainage tube put in. The patient was in bed for 
five weeks. Rubber receptacles were fitted to the 
loin to collect the urine and, with a tube passing 
through the sinus from symphisis to perineum, 
the patient left the hospital eight weeks after the 
last operation. Six months later the patient died 
of melena. There had been no recurrence. 

The second case was a man, aged 50, with pain 
at the end of the penis, with micturition and passage 
of “spots” of blood with the urine, and frequency 
of micturition. Cystoscopic examination failed 
on account of blood in the bladder. The bladder 
was opened by suprapubic incision, and a growth 
the size of a five-shilling piece was found attached 
to the junction of the posterior surface and the 
base just behind the trigone. The growth was 
not villous, but firm with an ulcerated surface. 
By passing ureteral catheters it was found that the 
portion of the bladder wall on which the tumor was 
growing could be removed without injuring the 
ureters. This was done, taking with the growth 
about one inch of bladder wall all the way around. 
except near the ureters, where this was not possible. 
There was no difficulty in dealing with the hemor- 
rhage. The gap in the bladder wall was closed by 
No. 1 forty-day catgut. The ureteral catheters 
were brought out through the urethra, and the 
bladder was packed with iodoform gauze. The 
peritoneum was brought together from the abdom- 
inal aspect, the temporary abdominal packing was 
removed, and after iodoform gauze was packed 
against the abdominal aspect of the bladder the 
abdominal incision was closed. The gauze was 
removed from the peritoneal cavity and the bladder 
on the following day and a tube passed posterior 
to the sutured bladder wall. The ureteral catheters 
were removed in six days and then the urine drawn 
off by Cathcart’s apparatus. Sixteen days after 
operation the tube was removed and the urine passed 
through the urethra. Seven weeks after the op- 
eration the wound was healed; the patient could 
hold urine for one hour and a half; the urine was 
clear and he had no pain. He is well and working 
two years after the operation. The growth was 
an epithelioma invading the muscles, but not the 
peritoneum. 
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The third case, a man aged 56 years, passed a 
small clot of blood two months before admission and 
continued to pass clots until six days before ad- 
mission, when he began to pass blood-stained urine. 
He had pain in the suprapubic region after micturi- 
tion. Attempts to pass the cystoscope failed; the 
prostate felt normal; palpatation over the pubes 
revealed a swelling. 

The bladder was explored by suprapubic incision 
and a hard tumor the size of a small hen’s egg was 
shown to be growing from the bladder, just above the 
urethra; on each side close to it was a firm nodule 
one-eighth inch in diameter. There were also 
two papillomata on the bladder wall, one on the 
left of the tumor and one at the base posterior to the 
trigone. The latter, one inch by one and one-half 
inches in size, was dissected away. The other was 
removed with the growth which was excised together 
with the bladder wall one-half inch beyond the 
growth—the excised portion contained the roof 
but not the floor of the prostatic urethra; the space 
behind the pubes was packed with gauze and a 
large drainage tube put into the bladder. 

The growth proved to be a glandular carcinoma. 
There were no serious symptoms, and three months 
later the wound was healed and the patient could pass 
urine without pain or difficulty. He returned one 
year later with painful micturition and blood in 
the urine. It was impossible to pass the cystoscope 
and he declined further operation. He has not 
been heard of since. 

The fourth case was a male, aged 65, who for 
three months had had hematuria, pain at the end 


of the penis with micturition, pain later on being felt 


in the perineum. Cystoscopic examination was 
impossible owing to the presence of blood. A 
suprapubic incision was made and inside the bladder 
was found a growth the size of a small orange pro- 
jecting from the posterior wall near the base. It 
was soft and friable and mixed with clot. The 
growth together with a portion of the bladder wall 
was removed without opening the peritoneal cavity. 
The gap in the bladder wall was closed with catgut, 
and the suprapubic opening was closed around a 
large tube. Six weeks later the patient left the 
hospital free of pain and hematuria, but two 
months after there was return of hematuria and 
a recurrence of the growth. 

The author thinks that in cases of extensive 
malignant disease of the bladder, as in Case 1, 
complete excision is the only procedure, and while 
the risk is great, and the tendency to recurrence 
considerable — that has been the case — when 
extensive operations have first been undertaken for 
malignant disease elsewhere, and after further 
experience, the operative results have improved. 
He thinks the mortality of complete cystectomy will 
be reduced if a preliminary operation is performed 
to establish a bilateral urinary fistula. He thinks 
that where partial resection is possible, it is pref- 
erable to complete excision, but he feels that if the 
growth is situated in the trigone region or above, 


but close to the urethra, complete cystectomy would 
be better. The question of how to deal with the 
ureters requires very careful consideration. In the 
female it is best to implant them in the vagina. 
In the male, the method used in Case 1 is best. 

In performing complete cystectomy Morton 
thinks it a great advantage to make a separation 
between the prostate and rectum before undertaking 
the abdominal part of the operation. He is careful 
to prevent the escape of any fluid from the cut 
urethra by clamping, and from the bladder incision 
by packing and suturing the incision. Where the 
growth does not involve the posterior wall, he ad- 
vises an extraperitoneal operation by peeling off the 
peritoneum, but if the posterior wall is involved 
wide removal of the peritoneum is advised. 

The toilet of the peritoneum and the drainage of 
the wound and bladder in cases of partial resection 
are carefully considered. W. A. CERSWELL. 


Keyes, Jr., E. L.: Carbolic Instillation in the Treat- 
ment of Bladder Tuberculosis. NV. ). M. J.., 
1914, C, 449. By Surg., Gynec. & Obst. 

While nephrectomy is the essential part of the 
treatment of tuberculosis of the bladder, and many 
cases get well without any additional procedure, 
there are a certain number of cases in which the 
bladder lesions persist until relieved by local appli- 
cations. 

Three principles must be recognized in the treat- 
ment of such cases: (1) An instrument must not 
enter the bladder—a relative prohibition. (2) The 
bladder must not be distended—an absolute pro- 
hibition. (3) The injection must give relief in pro- 
portion to the pain it inflicts—also absolute. 

The best preparations for application to a tuber- 
culous bladder are thallin sulphate—3 per cent to 20 
per cent,—gomenol, bichloride of mercury—1:20,000 
to 1:500, used as an instillation,—and carbolic acid. 

This last-named drug may be used in solutions of 
from 1:200 to 1:20, 5 to 10 drops of it being instilled 
into the posterior urethra, and allowed to flow back 
into the bladder. The author has found this treat- 
ment the most effective. In two obstinate cases he 
injected with benefit one or two minims of a 50 per 
cent emulsion, formed by drawing a few minims of 
phenol and then an equal quantity of water into the 
syringe. S. W. Mooruweap. 


Randall, A.: Polyps of the Male Urethra. 
Surg., Phila., 1914, Ix, 325 
By Surg., Gynec. & Obst. 


Ann. 


The author urges the use of the endoscope to cure 
up obscure symptoms in chronic urethritis, and re- 
ports 14 cases of polyps of the male urethra which 
otherwise would not have been recognized. 

Irritation probably plays an important réle in 
their formation, although it is not necessarily due 
to gonorrhoea. The author’s examination of speci- 
mens shows his cases may be classed in 3 groups: 
benign fibrous polyps, 7 cases; benign villous polyps, 
2 cases; benign glandular polyps, 5 cases. 
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The symptoms presented by these patients were: 
(1) discharge, generally mucoid and only present 
when the polyp was in the anterior urethra; (2) 
hemorrhage in but one case; (3) pain, reflex and re- 
ferred, of varying types; and (4) various disturb- 
ances in the sexual sphere in cases of polyps situated 
in the posterior urethra. 

The method of treatment consisted in the removal 
of the polyp through a plain air endoscope by means 
of a snare or ronguer, followed by cauterization of 
its base. H. L. SANForD. 


Harpster, C. M.: Rupture of the Urethra Following 
Fracture of the Pelvis. Ohio St. MW. J., 1914, x, 
531. By Surg., Gynec. & Obst. 

The author reports personal cases and concludes 
that in severe crushing injuries of the pelvis com- 
plicated by rupture of the bladder or urethra, the 
urine should always be diverted either by supra- 
pubic cystotomy, or in cases of low rupture of the 
urethra by perineal urethrotomy. This relieves the 
urgent symptoms, prevents urinary infiltration, and 
puts the urethra at rest. In cases of shock or 
hemorrhage, repair of the ruptured urethra should 
be postponed. H. L. SANForp. 


GENITAL ORGANS 


Butt, A. P., and Arkin, A.: Malignant Disease of 
the Retained Testicle. Surg.,Gynec. & Obst., 1914, 
Xix, 410. By Surg., Gynec. & Obst. 
The authors report a case of double undescended 
testicle with tumorformation. The patient, a farmer 
aged 48, had led a vigorous sexual life until recently. 
His health had been failing for a year. He was 
troubled with gastric disturbances; his abdomen 
had enlarged noticeably for the past six months. 
Examination showed a man of slight build, with 
scant moustache, practically no beard, voice of 
feminine type. His scrotum was small, penis under- 
sized, and no testicles were found in the scrotum. 
A large, hard, smooth mass was palpable in the left 
lower abdomen. Upon operation a tumor weighing 
three and one-half pounds was removed from the 
left side. The right testicle was removed from the 
lower part of the pelvis. Microscopic examination 
of the tumor showed it to be a sarcocarcinoma of 
double undescended testicles. The carcinomatous 
portion predominated, and the connective tissue 
showed evidence of sarcomatous proliferation with 
large numbers of small round-cells. In addition, 
giant-cells were scattered through the tumor, making 
it an unusual one. Lymphoid follicles were present, 
and the mixed tumor had involved both undescended 
testicles. 


Turner, P.: The Treatment of the Imperfectly 
Descended Testicle. Guy's /osp. Gaz., to14, 
XXVill, 350. By Surg., Gynec. & Obst. 

After a brief general review of the pathology of 
undescended testicle, the writer sets forth a modifica- 
tion of the ordinary technique of orchidopexy which 


he has used during the past year with good results. 
The final results of orchidopexy are uniformly un- 
satisfactory, chiefly on account of the absence of any 
continuous natural force tending to hold the testicle 
in its new position; of damage to the testicle caused 
by the passage of sutures; of operative damage to 
the blood supply; and, finally, of the insufficient 
development of the scrotum on the affected side, 
which does not allow of preparing a satisfactory bed 
for the organ. 

Turner proposes to transplant the testicle to the 
opposite side of the scrotum through a small open- 
ing in the septum. The technique needs no detailed 
description. No fixation sutures are required, as 
the small hole in the septum quickly contracts after 
the testicle has been drawn through. Again, any 
attempts to resume its former position are counter- 
acted by the resistance of the septum which supplies 
the necessary continuous gentle traction. When the 
condition is bilateral two operations are necessary 
at an interval of about two or three months. 

Faxton E. GARDNER. 


Jouet, F.: Two Cases of Extirpation of the Vas and 
Vesicle for Genito-Urinary Tuberculosis. Am. 
J.Urol., 1914, X, 395. By Surg., Gynec. & Obst. 


Both of the cases cited were operated upon by 
the inguinal route; one had a residual sinus, the 
other was discovered to have a tuberculous condition 
of the opposite vesicle and of the prostate three weeks 
after the operation. 

The author does not advocate vesiculectomy as a 
routine procedure, but cites the following indica- 
tions: (1) Vesical disturbances and fistula due to 
vesicular lesions; (2) rectal obstruction from peri- 
vesiculitis; (3) large vesicles on the point of suppura- 
tion, after conservative measures have been tried in 
vain; (4) bad general health of the patient depending 
on the tuberculous lesions of the genital organs; (5) 
the presence of two diseased vesicles and one healthy 
testicle. 

Contra-indications are tuberculous lesions of the 
urinary tract, distinct pulmonary lesions, and a bad 
physical condition resulting from a cause other than 
the genital lesion. In the majority of cases vaso- 
epididymectomy alone is indicated. 

S. W. Mooruweap. 


Thomas, B. A., and Pancoast, H. K.: Seminal Vesi- 
culitis. Ann. Surg., Phila., 1914, Ix, 313. 
By Surg., Gynec. & Obst. 


An appeal is made to the profession to recognize 
the many symptoms which may arise from chronic 
inflammation of the seminal vesicles, and which*are 
too frequently overlooked, especially in the hands of 


neurologists, orthopedists, and internists. Special 
reference is made to the vast array of conditions: a 
symptom-complex too little understood, such as 
acute synovitis, and arthritis of an infectious or 
toxic nature, so-called articular and even muscular 
rheumatism, arthritis deformans, gout, hypertrophic 
arthritis, chronic bladder disturbances, recurrent 
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epididymitis, impotency, renal and cardiac com- 
plications, digestive disturbances, and a number of 
mental and nervous manifestations almost incredible 
of belief. 

The authors lay special stress upon the fact that 
most infections of the seminal vesicles, if not all, are 
of mixed variety. They confirm the suspicion by 
pathological examination of the inflammatory prod- 
ucts obtained by massage of these organs. Among 
the bacteria harbored in chronic seminal vesiculitis 
that have been repeatedly demonstrated may be 
named the gonococcus, various strains of the 
streptococcus, pneumococci, staphylococci, colon 
bacilli, corynebacteria, and tubercle bacilli. Clini- 
cians should readily appreciate the significance of 
such bacterial foci. 

So far as systemic infections are concerned, in 
comparison with the tonsil, in the light of clinical 
experience and specific treatment, it would seem that 
the greater evil rests with the seminal vesicles. 

In summarizing, the authors state that experi- 
enced massage will, in the majority of cases, effect a 
cure in due time. In many, however, massage often 
proves ineffectual. Convalescence may be accelerat- 
ed by vasopuncture, vasostomy, and direct manipu- 
lation of the seminal vesicles. In certain cases 


not so few as may be imagined—seminal vesiculot- 
omy or vesiculectomy should and must be performed 
if the patients are to be cured or relieved of their 
annoying symptoms. 


IrvIN S. Kort. 


Hyman, A., and Jaches, L.: The Réntgenographic 
Diagnosis of Prostatic Enlargement by Means 
of Air Inflation of the Bladder. Surg., Gynec. © 
Obst., 1914, XIX, 407. By Surg., Gynec. & Obst. 

The authors call attention to a method which 
may at times be of considerable value in the dif- 
ferential diagnosis of prostatic enlargement when 
cystoscopy cannot be employed. While cystoscopy 
is the preferable procedure whenever feasible, it is 
well known that in many cases it cannot be per- 
formed on account of a pronounced median lobe out- 
growth, or on account of a stricture of the urethra. 

It may be inadvisable in debilitated subjects with 

infected bladders, owing to the danger of sepsis. 

The method suggested by the authors is very sim- 
ple. The bladder is first emptied, then a small 
sized catheter is introduced, to which is attached an 
ordinary rubber hand bulb. The bladder is gently 
inflated until the patient complains of a sense of full- 
ness. The catheter is then withdrawn, and the 
urethra clamped. The plate and X-ray tube should 
be adjusted before the inflation. The patient is 
placed in the ventrodorsal position, and a com- 
pression diaphragm six and one-half inches in diam- 
eter is lightly applied in such a direction that it 
brings the focus of the tube about three inches above 
the symphysis pubis at an angle of eighty degrees 
with the plate. The radiographs show the prostatic 
shadows within the bladder very distinctly. Opera- 
tion in three of the cases confirmed the radiographic 
findings. 


McGrath, B. F.: Cancer of the Prostate. J. Am. MJ. 
Ass., 1914, Ixiii, 1012. By Surg., Gynec. & Obst. 
McGrath begins with the hypothesis that the 
cells of cancer are the direct outspring of cells nor- 
mally present in the acinus and that they are derived 
neither from the definite cells through metaplasia, 
nor from prenatal or postnatal rests. 

The author tries to establish the same proposition 
for cancer of the prostate that MacCarty did for 
cancer of the breast. MacCarty’s conclusion was 
that the cancerous cells of the mammary glands are 
the direct immediate descendants of the undivided 
cells of the germative layer and that the hypothesis 
of embryonic rests is not essential for the explanation 
of cancer in this organ. In following out this 
hypothesis the following observations were made: 

The normal acinus of the prostate is lined with a 
single or an imperfect double layer of columnar 
epithelial cells. These are the differentiated or 
specific functional cells of the gland. In the exami- 
nation of the pathologic specimens, these functional 
cells are frequently seen in a state of excessive pro- 
liferation, forming projections in and bridges across 
the acini. There is also observed partial or complete 
exfoliation of the same cells with the formation of 
cysts, which are empty or contain accumulations 
of the ceils in varying degrees of degeneration. 
Some fields are noted where the acini present not 
only the proliferated functional cells, but also, out- 
side these and immediately adjoining the stroma, 
another row of cells which is morphologically dis- 
similar to the inner row of differentiated cells. Other 
fields contain acini with functional cells, present, 
exfoliated, or absent, and the lumina partially or 
completely filled with the hyperplastic undiffer- 
entiated cells of the outer row. Still other fields are 
seen in which these hyperplastic cells of the outer row 
are both intra-acinic and extra-acinic, consequently 
presenting epithelial invasion of tissue, the accepted 
picture of cancer. Furthermore, an impressive 
point is that the three conditions just described have 
been observed together in the same microscopic field. 

Metastasis occurs in bones, lymphatics, and in- 
ternal organs. Internal metastases are usually large, 
even those from small prostatic cancers. 

In one hundred collected cases Kaufmann found 
the pelvic gland involved 27 times, the iliac 24, and 
the inguinal 16. Young thinks this demonstrates 
the fact that the diagnosis of enlarged glands should 
not be accepted before a diagnosis of carcinoma of the 
prostate is made. Blumer states that the prostate 
metastasizes into the bones most frequently. 

The author’s conclusions are as follows: 

An analogy exists between the microscopic fields 
of epithelial changes observed in cancer of the pros- 
tate and those of the mammary glands, as presented 
by MacCarty. 

Cancer of the prostate is a comparatively frequent 
disease in men over 50 years of age. The process usu- 
ally begins in the posterior lobe and presents itself 
more commonly as a small nodule of slow growth; 
consequently, careful investigation of the posterior 
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lobe, gross serial sections of the specimen with micro- 
scopic examination of doubtful areas, are essential 
for diagnosis in the majority of cases. 

The fascial strata associated with the prostate 
seem to be quite effective barriers to the progress of 
the diseases. 

The tendency of extension of the cancerous pro- 
cess is upward to the region defined by the fascia of 
Desnonvillers posteriorly and the trigone anteriorly, 
and then beyond this area. A. C. STOKEs. 


MISCELLANEOUS 


Hadden, D.: Bacteriological Findings in the Urine 
in Cases Associated with Urine Stasis. 7r. Am. 
Ass. Obst. & Gynec., Buffalo, 1914, Sept. 

By Surg., Gynec. & Obst. 

Clinical and experimental data show that bacteria 
are eliminated in the urine and, consequently, the 
simple presence of a bacteriuria is not diagnostic of 
urinary tract infection. 

The normal urine has some germicidal action 
which, however, is readily destroyed. When the 
character of the urine is altered it becomes a good 
culture medium. Both factors must be considered in 
making cultures. So far, the majority of writers 
claim that normal urine is sterile. 

Interference with drainage is essential for the pro- 
duction of most chronic infections of the bladder and 
kidneys, since acute infections respond readily to 
treatment when the flow is normal. 

Based on the bacteriological findings of the urine, 
the kidney ptosis is divided into four varieties: 

1. The “unilateral nephritis’’—a misnomer since 
there is no Bright’s disease—due to an infection 
imposed on a displaced organ whose drainage is 
disturbed. 

2. The kidney associated with Dietl’s crises, or 
fainting attacks, in which the question of anaphy- 
laxis may have some bearing. 

3. The ordinary ptosis, a class where the bacteri- 
ological findings reported are of marked significance. 

4. The class embracing the mobile kidneys that 
give no symptoms and show sterile urine. 

The 65 cases investigated lead to the conclusion 
that urine with a small number of bacteria to each 
cubic centimeter must be considered normal. To 
obtain results of value a quantitative determination 
was employed. 


Mysch, W. M.: Origin of Phosphaturia (Zur Frage 
der Entstehung der Phosphaturie). Sibirsk. Vrach. 
Gaz., 1914, i, 243. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author previously published three cases of 
nephritis dolorosa, and he now adds another which 


is of special interest because it was associated with 
unilateral phosphaturia. 

A 40-year-old man had been suffering for 8 months 
from attacks of pain in the left lumbar region, ir- 
radiating to the left inguinal region and _ back. 
The pains grew more frequent and more severe, and 
three months before admission, after a particularly 
severe attack, a small stone was discharged. Re- 
cently the attacks had occurred daily. The urine 
was sometimes quite clear, but after the attacks 
was turbid. On admission the left kidney region 
was sensitive on percussion; the urine was turbid, 
neutral, and without albumin; in the sediment were 
many amorphous phosphates, some triple phos- 
phates, but no casts. Réntgen examination was 
negative. Cystoscopy was impossible on account 
of stricture of the urethra. There was uncertainty 
as to whether a diagnosis of kidney-stone or nephri- 
tis dolorosa should be made. 

On operation extensive adhesions were found be- 
tween the fatty capsule and the true capsule, and 
on the latter, in places, there were white cicatricial 
flecks. No stone was found. Decapsulation was 
performed without difficulty, after which the pain 
stopped, the amount of urine increased, and the 
phosphates disappeared. Examination of a piece 
excised from the cortex showed the picture of begin- 
ning parenchymatous nephritis. A few months 
later the patient had a fall on the left side and the 
old pains returned. After ten months he came to 
the hospital again. There were the same symptoms 
as before the operation, in addition to which there 
was pain occasionally in the region of the right kid- 
ney. Bougies were introduced until cystoscopy and 
catheterization of the ureters could be performed, 
and this showed that the urine from the left 
kidney showed abundant amorphous phosphates, 
while that of the right kidney contained very few. 

The author thinks this case confirms Albarran and 
Schlagintweit’s opinion that a unilateral phospha- 
turia is possible, as well as a unilateral albuminuria 
or hematuria. He thinks there was a close relation 
between the phosphaturia and the nephritic changes 
in the kidney, and that the phosphaturia was the 
result of the deranged function of the pathologi- 
cal kidney tissue. The following conclusions are 
reached: 

1. There is such a thing as a unilateral phospha- 
turia, and in a bilateral one the amount of phos- 
phates may vary in the two kidneys. 

2. Some cases of phosphaturia are due to nephri- 
tic changes in the kidney. 

3. Such cases tend to unite nephritis dolorosa and 
nephrolithiasis as different clinical manifestations 
of the same pathological anatomical substratum. 

RIESENKAMPFF. 
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Krusius, F. F.: Transplantation of Living Hairs to 
Form Eyelashes (Uber die Einpflanzung lebender 
Haare zur Wimpernbildung). Deutsche med. Wehn- 
schr., 1914, xl, 958. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The hairs used for transplantation should pref- 
erably be taken from the patient himself. They 
must be strong, not too old, individual hairs from 
the head or the eyebrows, or axillary or pubic hair 
may be used. The hairs are removed by Kro- 
mayer’s method with a_tube-shaped trephine 
with a lumen of 1.5 mm. The transplant is washed 
in salt solution and then placed in a curved hollow 
needle. Under local anesthesia the needle is 
pushed in 2 to 3 cm. from the edge of the lid and 
brought out at the edge of the lid. While the hair 
is held firm the needle is drawn out. Fifty hairs 
are enough to replace a whole eyelash, and twenty 
can be transplanted at one sitting. The results of 
this method are good from every point of view. 
Von TAPPEINER. 


Holmes, E. M.: 
Relief of Nasolachrymal Stenosis. 
Rhinol. & Laryngol., 1914, xxiii, 286. 

By Surg., Gynec. & Obst. 


Intranasal Operation for the 
Ann. Olol., 


Holmes reviews the anatomy of the lachrymal 
apparatus, drawing attention to the surgical anatom- 
ical fact that the medial wall of the upper portion 
of the nasolachrymal duct is the lateral wall of the 
anterior portion of the middle nasal fossa, and that 
this wall is very thin. He conceived the idea of 
making an artificial opening through this wall in 
cases of nasolachrymal stenosis, where obstruction 
is marked and symptoms are distressing and are not 
relieved by probing. 

A series of 8 cases are reported. Of the first 
3, only one was successful, owing to cicatricial 
closure of the artificial opening. This led to the 
use of a mucous membrane V-shaped flap at the 
seat of operation, which was turned up under itself 
in an effort to prevent subsequent closure. Of 5 
cases thus operated upon, 3 were successful, one 
moderately successful, and one was a failure. 

W. G. REEDER. 


Schweinitz, G. E. de: Psammosarcoma of the Orbit 
in a Girl of Thirteen; Successful Removal with 
Preservation of the Eyeball and Its Functions. 
Arch. Ophth., 1914, xliii, 460. 

By Surg., Gynec. & Obst. 

Examination showed a tumor-like mass _pro- 
truding from the upper and inner part of the left 
orbit; the trouble was of two and one-half years’ 
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standing. There was no history of trauma or 
acute illness. As the tumor increased in size the 
eyeball was pushed down and outwards. There 
was diplopia or loss of vision. The vision of each 
eye was 0/5. 

X-ray examination showed frontal sinuses on the 
left side obliterated as far as the midline by pressure 
from the new-growth. Frontal and ethmoidal 
sinuses themselves apparently were not involved. 

Operation revealed a cystlike cavity, its bony 
capsule being apparently complete and about 4 mm. 
thick. The cavity contained a mass of tissue 
which in consistence and color suggested brain 
tissue; it also contained a small amount of clear 
fluid. 

Microscopic examination of the tumor mass 
showed a very cellular tissue in which were im- 
bedded enormous numbers of refractile bodies. 
Treated with sulphuric acid these bodies dissolved 
and formed crystals of calcium sulphate. The 
tissue was well vascularized, the vessel walls being 
surrounded by cells of the tumor in many instances. 
The cells were similar to those seen in sarcoma and, 
owing to the presence of enormous numbers of these 
so-called sand bodies, a diagnosis of psammosarcoma 
was made. 

According to Adami, psammomata are practically 
always of endothelial origin and are due to localized 
overgrowth of the capillary endothelium. This 
whorl-like arrangement of cells often degenerates, 
and calcareous salts are deposited in these de- 
generated areas. To this sort of tumor the name 
psammoma is applied. 


Lamb, R. S.: External Canthotomy. Opihih. Rec., 
1914, XXili, 437. By Surg., Gynec. & Obst. 
This classical operation of enlarging the palpebral 
aperture is adopted as a procedure by Lamb. He 
pleads for the frequent and more general use of this 
well-known operation. The reasons for this proce- 
dure are: 

1. By the hoelike action of the margin of the lids, 
ordinary foreign bodies are removed. 

2. That desquamated cells are foreign bodies and 
are removed by this hoelike action. Canthotomy 
removes the drawback to healing in ulcers. Relief 
in ophthalmia gonorrhoeal or in Parinaud’s disease is 
obtained by this operation. Numerous cases have 
been investigated. 

External canthotomy has proved, in the author’s 
experience, a distinct advantage and advance over 
any other procedure in connection with the treat- 
ment of corneal ulcer. This operation is performed 
in the earlier stages, and not as a last resort. In 
conclusion, he states that since he has adopted this 





go INTERNATIONAL ABSTRACT 


procedure he has not found an ulcer that has not 
been benefited by it. He lays special emphasis upon 
the fact that external canthotomy should be used as 
a first, and not as a last, resort. T. J. Druitry. 


Weeks, J. E.: A Case of Symmetrica! Occlusion of 
the Pupils by the Development of Cysts and 
Small Solid Masses from the Uveal Layer of the 
Iris. Arch. Ophth., 1914, xliii, 483. 

By Surg., Gynec. & Obst. 

The case reported showed V.R.E., 20/50; L.E. 
perception of light. Each pupil is occluded by 
small pigmented spherical masses varying in size. 
A small opening in the pupillary space of R.E. per- 
mits vision of 20/50. A diagnosis of cysts of the 
uveal layer of the iris was made. Operation, which 
consisted of a detachment of small masses in the 
pupillary space plus a liberal iridectomy, gave the 
following result’ with correcting R.E., 
20/20—; L. E. 20/20. 

Microscopic examination showed a development 
of cysts in the pigment layer of the iris. In addition 
there appeared to be an hypertrophy of the iris 
at its pupillary margin. There was also an in- 
crease in the size and number of the blood-vessels. 

Cysts of the pigment layer of the iris can be 
divided into (1) congenital, (2) traumatic, and (3) 
secondary to diseases of the eye. 

The congenital cystic type presents some dis- 
tinctive features; viz., (1) it is usually bilateral; 
(2) development is slowly progressive; (3) evidence 
of inflammation of the iris is usually wanting. 

In certain diseased conditions of the eye, as in 
glaucoma, or in systemic conditions, as diabetes, 
cysts of the pigmented layer of the iris are prone to 
develop. 


glasses: 


Weidler, W. B.: Intra-Ocular Sarcoma. .\. J. S/. 
J. Med., 1914, xiv, 445. By Surg., Gynec. & Obst. 


At the annual meeting of the New York State 
Medical Society, Weidler exhibited specimens of an 
intra-ocular sarcoma accompanied with brief re- 
marks on its course, which he divided into four 
stages: preglaucomatous, glaucomat ous, extra-ocular 
extension, and metastasis. 

The preglaucomatous stage comprises the period 
of progressive visual defects, and scotomata if the 
growth resides posterior to the median line of the 
globe. 

The glaucomatous stage was the period of in- 
flammation and increased tension, and was not al- 
ways present. 

High tension he characterized as a valuable diag- 
nosis in obscure cases with circumscribed retinal 
detachments, the increase being due to the pressure 
of tumor on the vene vorticose. 

Rupture of the globe is rare and is possibly due 
to an increased tension from intra-ocular hemor- 
rhage—the cause is often mistakenly attributed 
to hemorrhagic glaucoma. 

The section is described as a rupture of the cornea 
showing the iris and lens extruded together with 
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parts of the ciliary body and the retina which are 
completely detached from the globe, the choroid is 
partly detached with tremendously engorged vessels, 
and no change is apparent in the nerve. Microscop- 
ically, it is a small round-celled growth, very vascu- 
lar, with evidence of free bleeding in small-sized 
hemorrhages, and pigmented in one small part only 
which came from the ciliary body, giving the growth 
the type of purest leucosarcoma found. 

WALTeR W. WATSON. 


Biggs, M. H., and Norris, H.: Enucleation of the 
Eyeball with Implantation of a Gold Ball. 
South. M.J., 1914, vii, 749. 

By Surg., Gyne 


& Obst, 


The authors refer to the necessity of the general 
surgeon occasionally removing the cyeball and 
therefore the need of his being perfected in the 
technique of at least one such operation. At first 
performing enucleation only, the authors have re- 
cently adopted the Frost-Lang modification with 
gratifying resultsin two cases apparently unfavorable 
for gold-ball implantation. One case, a gun explo- 
sion injury with shrinkage of the globe following the 
extraction of steel, with five months’ inflammatory 
disturbances and cicatricial adhesions before consent 
to removal was obtained, had a 13 mm. gold ball 
implanted with entire success, though end-results 
were adversely affected by partial fixation and shrink- 
age. In the second case, a knife-blade injury with 
enucleation in five days while the globe was much 
inflamed and ruptured during removal, the patient 
now wears an artificial eye with fair motion. 

Frost’s method is described with reference to the 
suturing with catgut first of the muscles and then 
the conjunctiva. The authors omit the suturing of 
muscles together, in order that abnormal position of 
muscles or extrusion of sphere by tension may be pre- 
vented. Watter W. Watson. 


Champlin, H. W.: Prompt Curetting of Keratitic 

Ulcers. J. Ophth., Otol., & Laryngol., 1914, XX, 327- 

By Surg., Gynec. & Obst. 

The author prefers the curette first and next the 

red-hot cautery point, but is opposed to the use of 

strong carbolic or formalin in these cases. Champlin 

currettes all old granulations and dead tissue and is 

rewarded by prompt healing. The after-treatment 

is bichloride of mercury 1:5000, atropin, dionin, and, 
later, yellow oxide and iodosyl. 

Gustavus I. Hocve. 


Guentzer, J. H.: Orbital Abscesses with Optic 
Neuritis Due to Acute Ethmoiditis in a Child. 
Laryngoscope, 1914, Xxiv, 803. 

By Surg., Gynec. & Obst. 

Guentzer reports the case of a child 7 years old 
whose first symptoms were those of orbital cellulitis: 
viz., swelling of the eyelid, exophthalmos, displace- 
ment of the eyeball downward and outward, with 
restricted rotation. Diplopia was present and the 
fundus findings were those of optic neuritis— 
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V 20/200. The orbital abscess was incised and a 
day later the ethmoid labyrinth was exenterated 
by external route. Six weeks later the eye ground 
had entirely cleared up and vision had returned 
to normal. W. G. REEDER. 


Nesfield, V. B.: The Clear Pupil after Cataract Ex- 
traction. /ndian M.Gasz., 19124, xlix. 345. 


By Surg., Gynec. & Obst. 


Nesfield considers an intact, mobile pupil, follow- 
ing an extracted cataract, of the greatest importance. 
He bases his opinion on the fact that the natives of 
India refuse correcting lenses after the Smith ex 
traction because. he believes, the focusing of the 
rays of light when the pupil is large causes painful 
dazzling. 

To secure a round, active pupil he uses a sclero- 
corneal incision with the conjunctival flap: then, 
instead of depending on the corneal shelf to aid in 
somersaulting the lens or breaking the ligament, he 
uses a small blunt, smooth hook which is passed 
around the equator of the lens, and the ligament is 
ruptured by pulling forward. Delivery is said to be 
as easy as in the Smith operation. 

Peripheric iridectomy prevents prolapse without 
interfering with the pupil. Bleeding is controlled 
by the use of adrenalin chloride 1:1000, followed by 
the use of sodium citrate 30 gr. and 1 oz. 1 per cent 
carbolic solution used during the operation to pre- 
vent clotting. As a rule there is very much less 
astigmatism tocorrect after this procedure than after 
a Smith corneal incision. E. B. Fowrer. 


Kimball, A. H.: Case of Voluntary Displacement of 


the Eye. Wash. M. Ann., to14, xiii, 299. 


By Surg., Gynec. & Obst. 
Kimball cites the case of an adult insane male who 
could at will dislodge his eye from the socket by 
manipulating his finger between the globe and orbit, 
the eye assuming its normal position when released. 
Frequent toying with the eye had produced blind- 
ness and slight proptosis from stretching and 
atrophy of the optic nerve, but the ocular move 
ments remained normal. WALTER W. Watson. 


Parker, W. R.: Report of a Case of Detachment of 
the Retina, Occurring in a Case of Neuroreti- 
nitis, Restored by Scleral Trephining Opera- 
tion, Associated with Incision of the Choroid 
and Retina. Arch. Ophth., 1914, xlili, 480. 

By Surg., Gynec. & Obst. 

Parker reports a case of double neuroretinitis of 
unknown origin, associated with a partial detach- 
ment of the retina down and out in the left eye, of 
one year’s duration. The sclera was trephined over 
the site of detachment and an incision made in 
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the choroid and retina. The operation was followed 
by a free discharge of a straw-colored fluid, and a 
small amount of vitreous. A marked reaction 
followed, the whole bulbar conjunctiva becoming 
cedematous. After a lapse of ten days the reaction 
had disappeared and the retina was reattached. 
There was no recurrence after a period of eight 
months. Vision before the operation was 4/60 

the final record was 6/12. FRANCIS LANE. 


EAR 


Dench, E. B.: Two Cases of Loss of Caloric Vestibu- 
lar Reaction, with Operative Findings. Laryi 
goscope, 1914, XXiv, 792. By Surg., Gynec. & Obst. 

The first case was a poorly nourished woman 24 
years of age, who had been troubled with deafness 
and a discharge from the left ear since childhood 
and for two weeks had been annoyed by dizziness, 
vomiting, and a tendency to fall backward and to 
the left side. Upon admission, the caloric test 
showed an active labyrinth on both sides, but the 
following day there was no reaction to hot or cold 
upon the left side. 

A radical mastoid operation disclosed a tistula 
in the horizontal semicircular canal and the oval 
window was open; consequently a complete laby- 
rinthine extirpation was performed, the labyrinth 
was drained posteriorly and the cochlea was drained 
by removing the bone separating the oval and 
round windows. Recovery was uneventful. 

The second case, a boy fourteen years of age, 
with a history of discharge from the right ear for 
six months, was admitted complaining of severe 
pain in the right ear, headache, and dizziness. ‘The 
caloric test showed both labyrinths were active. 
Some granulations were removed from the right 
tympanic cavity and eight hours later the tem- 
perature reached 104°; the caloric test showed the 
right labyrinth was dead; there was severe pain in 
the right side of the neck; there was restlessness and 
meningeal cry, though no other symptoms of 
meningitis; the cerebrospinal fluid was clear; a 
blood culture after eighteen hours showed two 
colonies of streptococci. 

A radical mastoid was performed and the lateral 
sinus found thrombosed, evidently of long duration. 
After operation the temperature fell, but five days 
later it rose to 105.8°, and lumbar puncture showed 
pus, blood, and streptococci present in the cerebro- 
spinal fluid. An exenteration of the labyrinth was 
performed, the bulb exposed and curetted. The 
condition improved, but a few hours later the 
patient died suddenly of pulmonary embolus. 

ELLEN J. PATTERSON. 
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Cohen, L.: Correction of External Nasal Defor- 
mities by Subcutaneous Method. Maryland 
M. J., 1914, lvii, 222 By Surg., Gynec. & Obst. 

The author thinks that external deformity of the 
nose is so frequently accompanied by obstructive 
changes within the nose that the correction of all 
these deformities rightly belongs within the domain 
of the competent rhinologist. 

All operations are done under strict asepsis, and 
in cases in which the subcutaneous method is 
employed local anesthesia is used. He corrects 
any obstruction to breathing in the nasal cavities 
at the first operation, and three weeks later by the 
subcutaneous method modified to suit the case he 
fractures the nasal bones, removing any excessive 
bone or cartilage to allow mobilization of the parts. 
After molding the nose to the desired shape he 
applies a copper saddle to fit the nose, and packs 
the nasal cavities with iodoform tape. 

ELLEN J. PATTERSON. 


Smith, H.: Correction of Nasal Deformities by the 
Injection of Paraffin. NV. Y. St. J. Med., 1014, 
xiv, 454. By Surg., Gynec. & Obst. 

Bad results following the injection of paraffin can 
be reduced to a minimum by observing certain 
precautions. 

Under strict asepsis in selected cases, cold sterile 
paraffin should be injected from above downward 
away from the orbit—an assistant exercising 
sufficient digital pressure against the nasal bones and 
roof of the nose to prevent the entrance of paraffin 
into any other locality than the one desired. Ice 
applied locally after the injection prevents the 
paraffin from wandering into undesirable localities. 
Too much paraffin should not be injected at one 
sitting, and two weeks should elapse between 
injections. ELLEN J. PATTERSON. 


Lutz, S. H.: Surgery of the Maxillary Antrum; 
External Route. V. ¥.Si.J. Med., 1914, xiv, 451. 
By Surg., Gynec. & Obst. 
In cases which intranasal treatment fails to cure, 
the author combines the external and internal 
operation as follows: Preferably under general 
anesthesia, a crescent-shaped incision with points 
turned upward is made through the periosteum, 
one-half inch above the free border of the gum, 
extending from the canine tooth to a point above 
the first molar. After opening the antrum with a 
trephine or chisel, the opening is enlarged with a 
rongeur until the interior of the antrum can be 
inspected and all necrotic bone removed. 
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The opening into the nose is made with a large 
double punch forceps, one blade being introduced 
into the nose and the other blade into the antrum 
through the external wound. 

Packing is introduced through the radical opening 
with one end passed into the nose, and the opening 
closed with silkworm-gut sutures. 

ELLEN J. PATTERSON. 


Hurd, L. M.: Surgery of the Maxillary Sinus; Intra- 
nasal Route. JV. Y. St. J. Med., 1914, xiv, 452. 
By Surg., Gynec. & Obst. 
The author’s method of draining the antrum 
which has given the best results is as follows: 
After anesthetizing the nose and antrum with 
alypin and adrenalin, the inferior turbinate is 
severed half-way back from its attachment and 
pushed over against the septum. The naso-antral 
wall is entered with a chisel and the wall removed 
as far back and forward as the antrum extends, 
upward as far as the junction of the inferior tur- 
binate to the antral wall, and downward to the floor. 
The antrum is then douched out and the inferior 
turbinate replaced with gauze packing. 
ELLEN J. PATTERSON. 


THROAT 


Eves, C. B.: Teratoma of the Pharynx. Laryngo- 
SCO pe, 1914, Xxiv, 798. By Surg., Gynec. & Obst. 
The case is reported of a child, fourteen months 
old, who from three weeks of age had had a growth 
which protruded from the mouth at irregular in- 
tervals after vomiting and which was always im- 
mediately swallowed, giving rise to no symptoms. 
Upon examination after gagging the child, a 
smooth pinkish pedunculated growth about the 
size and shape of a child’s middle finger was found 
attached to the right side of the posterior wall 
behind the upper end of the post-tonsillar pillar. 
The microscopic examination showed a teratoma. 
Teratomata of the pharynx are rare tumors, gen- 
erally pedunculated, and discovered by their giving 
rise to symptoms of dyspnoea or dysphagia either at 
birth or later in life. ELLEN J. PATTERSON. 


Layman, D. W.: Direct Laryngoscopy, Bronchos- 
copy, and (sophagoscopy with the Modified 
Bruning Bronchoscope. J. nd. St. M. Ass., 1914, 
vii, 397- By Surg., Gynec. & Obst. 

The author describes a complicated bronchoscope, 

a modification of the Bruning tube, consisting of a 

common frame with handle, tubular spatula, main 

tubes, and extension tubes. The tube is lighted 
indirectly by reflected light with a system of lenses 
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and a mirror. He thinks every laryngologist 
should own a working outfit for diagnostic work, 
although from lack of experience all cannot become 
experts in bronchoscopy. 

In the discussion the general consensus of opinion 
was that tube work was a specialty within a specialty 
and should be sent to the man equipped by ex- 
perience for the work. ELLEN J. PATTERSON. 


MOUTH 


Van Hook, W.: The Use of the Tongue in Plastics. 
Chicago M. Recorder, 1914, xxxvi, 478. 
By Surg., Gynec. & Obst. 

The tongue is susceptible of being used in a 
variety of ways to make good the defects and over- 
come the mechanical difficulties arising in the 
course of oral operation. Its mobility, its liberal 
covering with mucous membrane, the high vitality 
of its tissues, and the excess of its muscular mass 
above actual requirements are all of the greatest 
advantage for this work. 

Within the dental arches, plastic requirements 
pertain to the tongue itself, to the tissue beneath 
the tongue, and to the palatal and faucial tissues. 
The body of the tongue can be removed almost 
completely, leaving only the stump which will still 
be a useful structure and perform the lingual func- 
tion sufficiently to meet the requirements of speech 
and deglutition. 

When portions of the anterior extremity of the 
tongue are to be removed, the best incision is the 
V-shaped one; if upon approximation of the cut 
surfaces it is found that the tongue “buckles up” 
at the point beyond the V, it is best to excise a 
small cylindrical mass which will allow a smooth 
adjustment with catgut sutures. 

The excision of a mass from the side of the tongue 
may be made to yield a long and narrow stump or a 
short thick one, depending on the direction in which 
the incisions are made and the line of suture. 

In repairing a part of the oral floor, the side of the 
tongue mass may be longitudinally split by the intro- 
duction of the knife through the defect in the oral 
mucous membrane, and in this way the tongue may 
be made to spread out to cover the defect, extending 
if necessary well over to the fixed gingival mucosa. 

Defects of faucial and pharyngeal tissue may be 
repaired by sliding or displacing a part of the tongue 
until it is spread out over the defect, retaining the 
flap by sutures. 

The tongue is of great value with its wide mucous 
membrane sides and broad attachments in closing 


defects after the inferior maxilla or the superior 
dental arch has been partly excised together with a 
part of the lateral oral wall. In such cases the 
normal tongue is to be loosened on the affected 
side with the mucosa and submucous tissue of the 
oral floor. This loosening must be boldly done. 
The tongue may be lifted well to the side and its 
base may be rotated or drawn from the normal side 
of the mouth and spread out over the lateral 
oral defect. 

Defects produced by removal of part or all of 
the body of the jaw may be repaired by loosening 
the mucosa in front of the tongue, freeing the ante- 
rior part of that organ, and then carrying the flap 
and tongue forward for attachment to the lip, 
leaving no pockets or angles in which food particles 
can gather. 

The most important practical considerations 
in all this work lie (1) in the possession of exact 
knowledge of the distribution of blood-vessels, and 
(2) the use of large and loose flaps attached to their 
new site in such a way that the sutures do not cause 
local death of tissue. H. A. Ports. 


Rolleston, H. D.: Persistent Low Arterial Blood- 
Pressure in Carcinoma of the Tongue with 
Aylmoid Disease. Lancet, Lond., 1914, clxxxvii, 
692. By Surg., Gynec. & Obst. 

A case of the above, reported by Rolleston, showed 

a persistently low blood-pressure of 90, and usually 

under 75, mm. Hg. The patient, a male, 62 years 

of age, an accountant in South Africa, was sent to 

London for radium treatment for inoperable carcino- 

maof tongue. The specific history was negative. The 

growth had extended to the left anterior pillar of the 
fauces. There was a slight enlargement of the 
cervical glands; albumin, specific gravity 1002 to 

1022; no casts; the liver and spleen were not en- 

larged. He died in great pain. The right leg became 

livid and cold. The necropsy showed carcinomatous 

growth of the tongue and palate, but no secondary 

growth in any other part of the body. The right 
leg showed commencing gangrene. The heart, 
weighing 8 oz., was small and showed brown atrophy. 

The intestines, kidneys, spleen, and adrenals were 

amyloid. The liver was negative to amyloid reac- 

tion. The persistent low pressure is accounted for 
by the general asthenia and the amyloid disease. 

Ten days before the final collapse, the blood-pressure 

was 35 mm. Hg., with the normal difference of 30 

mm. between the systolic and diastolic pressures. 

T. J. Dmitry. 
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Dowden, C. W.: Gastric and Duodenal Ulcer; Eti- 
ology, Diagnosis, and Present-Day Treatment. 
Tr. Mississippi Valley M. Ass., Cincinnati, 1914, 
Oct. By Surg., Gynec. & Obst. 

The author hesitatingly reports a statistical study 
of 425 cases of gastro-intestinal disturbances, in 
which a diagnosis of gastric or duodenal ulcer seems 
warranted, from a thorough examination, including 
the various laboratory methods and the employ- 
ment of the réntgen rays. One hundred and seventy 
cases, or 40 per cent, bore definite relation to some 
infection, and he concludes that this is the chief 
etiological factor. 

The anamnesis and the réntgenological findings 
are the most important diagnostic methods, but the 
various laboratory procedures are valuable aids, 
particularly for outlining appropriate treatment. 

He believes that ulcers pass through a stage which 
is distinctly medical, and, if diagnosed at this time, 
are amenable to treatment. Surgical ulcers are 
those that have involved more than one coat of the 
gastric mucosa, and they can always be demonstrated 
on the radiograms. Medical treatment at this time 
is worse than useless, because the patient mistakes 
temporary relief for cure and finally suffers one of the 
several sequela, the most frequent and serious of 
which is carcinoma. 

In proof of the theory that pain is not a result of 
irritation by hydrochloric acid, Dowden cites 
several cases, and shows réntgenograms, in which 
all symptoms of ulcer were present, but in which 
the gastric analysis showed a total absence of hydro- 
chloric acid. That pain is a result of hyperperi- 
stalsis and tugging on the peritoneum, he thinks 
is the more logical conclusion. 

He believes a new era is dawning, and that further 
study will show us that an active ulcer in its early 
stage is best treated by absolute rest for the stomach 
by keeping it empty, thus avoiding the possibility 
of carrying infection per os; controlling painful 
peristalsis by antispasmodics, preferably atropine; 
and by rectal feeding until the acute stage has 
passed. All foci of infection should be removed. 


Crile, G. W.: Anoci-Association in Stomach and 
Gall-Tract Surgery. 77. WississippiValley M. Ass., 
Cincinnati, 1914, Oct. By Surg., Gynec. & Obst. 

The liver is a vital organ, since after its removal 
animals progressively decline to death — the fatal 
termination arriving usually within twenty-four 
hours. Every liver impairment may therefore be 


not only a serious handicap but even a menace to 
life. After apparently successful operations on 
stomach and biliary passages the prognosis at first 
may seem promising, but the patient soon begins to 
decline. The temperature and pulse may be normal 
but there is obviously a fundamental failure of nor- 
mal metabolism. Transfusion of blood may carry 
a starved patient safely through the operation, but 
the metabolic disturbances soon cause the favorable 
picture presented at the close of the operation to 
change. The fatal sequel in these cases is rare, but 
many patients sail perilously near the rocks. 

Certain laboratory experiments gave the author 
a clue to the explanation of these occasional sequel 
of operations on the gall-bladder and stomach in 
handicapped patients. These experiments showed 
that under normal conditions a definite amount of 
energy is stored in the brain, the adrenals, and the 
liver. The psychic and physical environment inci- 
dent to an operation will, of themselves, to some ex- 
tent diminish these stores of energy and by so much 
reduce the patient’s powers of resistance. If in 
addition one of those vital organs has itself been 
attacked by the pathological condition for which 
relief is sought, the patient’s welfare is still further 
endangered. 

Observations of the H-ion concentration of the 
blood under various conditions have shown that the 
psychic and physical strain of the operation increases 
acidity. When acidosis is already present the in- 
creased acidity produced by the anesthetic may be 
sufficient to overcome the already narrow margin of 
safety. Theidealtreatment of these cases comprises. 

1. The pre-operative administration of sodium 
bicarbonate and glucose and of bromide per rectum. 
Morphine is contra-indicated if acidosis is present 
or threatened, since by experiments it has been found 
that morphine inhibits or postpones the neutraliza- 
tion of the increased acidity produced by the trauma 
of the operation and by the anesthetic. 

2. Either twilight anesthesia or a light nitrous 
oxide-oxygen anesthesia should be used, since the 
increase in acidity is proportional to the depth of the 
anesthesia. 

3. A technique so accurate and so completely 
anociated by the use of local anesthetics and gentle 
manipulations, so that but a small amount of the 
anesthetic is needed. 

4. As rapid a technique as is consistent with 
good work, that the period of anesthesia may be as 
short as possible. 
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The clinical record upon which these conclusions 
are based include the histories of 893 operations on 
the biliary tract and 331 on the stomach, performed 
by the author’s associates, Bunts and Lower, by the 
members of the surgical staff at the Lakeside Hos- 
pital, and by the author. 


Eastman, J.: Colon Stasis. 77. 
M. Ass., Cincinnati, 1914, Oct. 
By Surg., Gynec. 

It seems fair to say that treatment directed 
toward the relief of chronic colitis will also affect the 
attendant ptosis and stasis and likewise the asso 
ciated plastic peritonitis. Properly performed 
short-circuiting operations by the improved drain- 
age which they provide, or should provide, relieve 
chronic colitis and indirectly favorably affect the 
other factors of stasis, ptosis, and peritonitis. It is 
well known that the faces are to a considerable 
extent made up of epithelial débris of intestinal 
secretions and of dead and living bacteria, and that 
these things mixed with food residue under the 
influence of contractions of the cwcum rise in the 
ascending colon. But this contraction is not con 
stant. The empty cecum is in repose; it does not 
contract. It is awakened only when the small in- 
testine empties its liquid contents into it. It is this 
irritant which provokes the contractions. If con- 
tractions are not produced in this way, the faces 
composed of epithelial débris, mucus, and bacteria 
have no tendency to be evacuated. The colon 
becomes lazy and atonic and obstipation is increased 
by antiperistalsis. It is for this reason that ileosig- 
moidostomy may be said to be falsely conceived. 
By this operation the liquid contents of the small 
intestine are not permitted to enter the cacum to 
bring about contraction. It is for this reason that 
Lane, Leriche, and others have been obliged to re- 
operate after ileosigmoidostomy and deal with an 
enormous fecal accumulation in the cacum and as- 
cending colon. It is clear that typhlosigmoidostomy 
or typhloproctostomy cannot be open to the above 
criticisms, for in these operations the fluid contents 
of the small intestine are permitted to enter the 
cecum. 

In a case of simple constipation concerning the 
left colon only, ileosigmoidostomy may be of some 
benefit, but it is debatable whether such a condition 
is not better treated by non-surgical means. 

Bergmann first anastomosed the cecum to the 
sigmoid for volvulus of the ascending colon, and the 
operation in cases of stasis is not indicated unless 
membranes or adhesions so fetter the colon as to 
make such an exclusion necessary because of in- 
competency or obstruction. If the colon is ob- 
structed at the hepatic or splenic angles alone, then 
colocolostomy, as practiced by Payr, which excludes 
these flexures alone, is of obvious use. Sigmoi- 
doproctostomy for the exclusion of redundant sig- 
moid may often be employed with advantage to 
supplement the anastomosis of the caput coli to the 
rectum, or the redundant sigmoid may be treated 
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by the Troyanofi-Winiwarter anastomosis between 
the loops of the sigmoid, or eventually the redundant 
colon may be resected. At any rate, after typhlo- 
proctostomy, coils of redundant sigmoid cannot 
with safety be left above the stoma. 

Montprofit’s operation of dividing the terminal 
ileum and anastomosing both ends end-to-side with 
the sigmoid represents no improvement over simple 
typhloproctostomy. Here an attempt is made to 
drain the excluded caecum in defiance of the ileo- 
cecal valve through the short stump of the ileum, 
whereas this can be accomplished more simply and 
more completely by a large stoma in the floor of the 
cecum. 


T.: R6éntgenoscopy of the Colon, with 
Special Reference to Some Sources of Error in 
Diagnosis. 7yr. Mississippi Valley M. Ass , Cin- 
cinnati, 1914, Oct. By Surg., Gynec. & Obst. 

The colon is normally subject to certain variations 
in form and position and in the disposition of its 
content which are entirely physiological. The large 
pendulum movements first described by Rieder are 
especially active in changing the form and position 
of the transverse colon. The appearance of the 
bismuth-filled bowel undergoes numerous changes 
within twenty-four hours and from hour to hour on 
account of the influence of the different kinds of 
peristaltic movements to which the colon is subject. 
With increasing experience, morphological factors 
have shrunk in importance, whereas functional 
problems relating to the colon have assumed greater 
significance. An increasingly large number of symp- 
toms formerly attributed to ptosis are now found to 
be due to other more tangible lesions. It is especial 
ly important for the réntgenologist to familiarize 
himself with the mechanical factors concerned in the 
activities of the large bowel. A study of Cannon’s 
work on the physiology of the gastro-intestinal tract 
is of the greatest importance. 

It is necessary to recognize the various changes in 
the disposition of the colon content by antiperistalsis 
and the different kinds of onward peristalsis, espe- 
cially the large mass peristaltic movements which 
constitute the principal onward propulsive influence 
in the colon. ‘The filling defect in the colon shadow 
due to carcinoma may be closely simulated by the 
irregular disposition of the colon content following 
one of these mass peristaltic movements. 

Filling defects due to the pressure of extracolonic 
tumors are often definitely indicative of the identity 
of the organ or tumor which makes the pressure. 
Retroperitoneal sarcomata, uterine and ovarian 
tumors, splenic, hepatic, and renal tumors are all 
likely to produce characteristic dislocations of the 
colon. 

Exaggerated antiperistalsis may be associated 
with either functional or organic obstruction in the 
distal colon. This tends to keep the bowel content 
as near as possible to the caecum; hence it is not safe 
to judge as to the exact location of a colonic obstruc- 
tion, from the point reached by the head of the bis- 
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muth column. A combined examination by means 
of the colon injection and the bismuth meal gives 
accurate information as to the location of colonic 
obstructions. Adhesions of the pelvic colon and 
other benign obstructing lesions are especially com- 
mon below the crest of the left ilium. The cause of 
the obstruction may be functional, as in very marked 
spasticity due to colitis, or to spasticity of neuro- 
muscular origin; or it may be organic, due to adhe- 
sions which are especially common in the distal 
colon. It is sometimes extremely difficult to dif- 
ferentiate between the réntgen findings in carcinoma 
of the pelvic colon and in adhesions of the pelvic 
colon, especially in women. 

The author showed a number of cases of multiple 
diverticula of the colon, the diverticula varying in 
number from two or three to more than could be 
counted accurately. These diverticula are best 
seen immediately after a bismuth enema, a bismuth 
meal having been administered fifty or seventy-five 
hours previously. 

The author concludes by emphasizing that X-ray 
“pictures” represent only static conditions, hence 
the réntgen study of the colon must be carried on 
by fluoroscopic as well as réntgenographic means. 
It is further recognized that the evidence gained by 
the réntgen examination is only a part of the medi- 
cal examination and should be considered in the light 
of the history and other physical and laboratory 
findings. 


Mowry, W. A.: Relation of the Gastro-Intestinal 
Tract to Joint Disturbance, and the Value of 
Eliminative Treatment. 77. Mississippi Valley 
M. Ass., Cincinnati, 1914, Oct. 

By Surg., Gynec. & Obst, 

Derangements of the gastro-intestinal tract oper- 
ate in the production of chronic affections, such as 
rheumatism, gout, obesity, and, probably, diabetes. 
The stomach and intestines are causative factors in 
many common arthritic manifestations. 

Mowry has classified joint affections, excepting 
those purely traumatic, into infectious or toxic 
arthritis, true gout, and autotoxemic arthritis. In 
the first group are those in which definite suppurat- 
ing foci could be determined or strongly suspected, 
for which surgery and vaccines are the best recog- 
nized methods of cure. Local infections, as in the 
tonsils, gums, and alveolar processes, or in the pelvis, 
are nowadays investigated by physicians at the on- 
set of joint disturbance, as bacterial infection from 
some chronic focus or toxic absorption therefrom is 
so frequently the cause of the arthritis. 

From a series of 244 patients suffering from joint 
disturbance, 92 are excluded in consideration of 
the relation of the gastro-intestinal tract to such 
cases. The remaining 152 cases are divided into 
two groups: 59 true gout and 93 autotoxemic 
arthritis, both often wrongly termed ‘‘gouty”’ or 
‘‘lithemic.”’ 

The principal points in the diagnosis of true gout 
are: family history; eating and drinking habits; 


sex (gout occurring oftener in the male than in the 
female); clinical history of acute metatarsophalan- 
geal joint attacks, usually of the great toe; cardio- 
vascular changes; tophaceous deposits; and abnor- 
mally low uric acid excretion, except during acute 
attacks. Gastro-intestinal disturbances are common 
to both groups and in the second group they have 
seemed to be important causative factors in the 
arthritis. 

Diagnosis of acute toxemic arthritis has been 
governed in these 93 cases first by the arthritis itself. 
Most of the cases were of chronic type, with hyper- 
trophy of the cartilages and often formation of 
Heberden’s nodes. The fingers and knees were 
affected equally in two-thirds of the cases, with 
toes, wrists, ankles, and elbows next in order of 
frequency. 

Constipation was very frequent in these cases; a 
few had diarrhoea, while some complained of alter- 
nating constipation and diarrhoea. Only one-third 
of the cases gave histories of headache, and in these 
it was usually coincident with stomach or bowel 
attacks. In 48 per cent of the cases mucus was 
present in the stools, constantly or intermittently. 
Fully half of the patients complained of some form 
of “indigestion,”” most frequently with eructation 
and regurgitations. 

In most cases examination confirmed the diag- 
nosis of gastritis, colitis, chronic appendicitis, and, 
probably, cholecystitis. In nine cases there was 
tenderness and enlargement of the gall-bladder, 
and in eleven there was inflammation of the ap- 
pendix. 

The urinary findings showed an average specific 
gravity above 1025, with high acidity. Nearly all 
had a large amount of indican, no albumin, no sugar, 
and in only five cases were there traces of bile. 
There were a few hyaline casts, large numbers of 
calcium oxalate crystals in all but eight, and excess 
of uric acid in over one-half of the cases. 

The blood-pressure showed an average of 149 
systoles, which was high for the average age—47. 

In the diagnosis of acute arthritis, based in two 
cases on loose putrifying stools and in one on im- 
pacted faecal masses in the colon, immediate relief 
was given by internal irrigation, free purgation, and 
dieting. Salicylates were used in the autotoxemic 
group and atophan in the gouty condition to afford 
relief from pain, while fomentations and other hy- 
drotherapeutic measures were regulated to suit the 
requirements of each individual patient. 

Laxative waters were used for free elimination in 
all but two cases. Paraffin oil and castor oil were 
given in cases where too large doses of a saline 
irritated the gastro-intestinal tract. 

The results of treatment were most gratifying. 
Seventeen patients were entirely relieved from pain 
or stiffness in the joints; all but fifteen of the re- 
maining showed marked improvement. Patients 
were instructed as to the importance of diet and 
regulation of the bowels in securing permanent 
benefit. 
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Albee, F. H.: The Inlay Bone-Graft in the Treat- 
ment of Fractures, Joint Tuberculosis, and 
Certain Deformities. Tyr. Mississippi Valley M. 
Ass., Cincinnati, 1914, October. 

By Surg., Gynec. & Obst. 


This report presents the advances in bone and 
joint surgery which Albee with his motor saw outfit 
has been able to make by his ingenuity and original- 
ity in the use of the bone-graft in its wide field of 
application. 

His remarkable series of successes in over 253 
human cases covering a period of three years include 
178 cases of Pott’s disease, 16 graftings in congenital 
club-foot, 17 inlay grafts for ununited fractures of 
long bones, and 14 cases of paralytic foot deformities. 

Actual bone fixation, correction of kyphosis, and 
early arrest of Pott’s disease has been made possible 
by the bone-graft. Each spinous process is split longi- 
tudinally in halves, one-half of each being fractured on 
the same side to form a gutter for the implantation 
of the bone-graft, including periosteum, endosteum, 
and marrow substance, which is later removed from 
the crest of the tibia. Graft with the periosteal sur- 
face posterior is securely fastened in its bed by 
kangaroo sutures drawing the split portions of the 
supraspinous ligament together over the graft. 

Post-operative treatment consists of recumbency 
on a fracture bed for from six to eight weeks, with- 
out a spinal brace or plaster of Paris jacket, except 
in rare instances. 

This technique is also applicable to paralytic 
scoliosis where the author has implanted the graft 
into the transverse processes of the convexity. He 
has also used this method in fracture of the spine. 
In strengthening and correcting deformity in spina 
bifida he has applied two grafts in a manner similar 
to those used in Pott’s disease. 

In tuberculosis of the sacro-iliac joint the author’s 
technique consists of implanting his tibial graft so 
as to span the diseased joint, implanting one end 
into the wing of the ilium and the other end into the 
first posterior spine of the sacrum. 

A most important portion of this paper is that 
devoted to the treatment of fractures. The method 
of applying the inlay graft for fresh fractures is, in 
brief, as follows: 

The fracture is exposed by generous skin incision 
and, with the twin motor saws three-eighths to one- 
half an inch apart, cuts are made from two and one- 
half to three inches back from the fractured ends 
when held in proper alignment. These cut frag- 
ments are removed by a narrow osteotome to form 
a tongue-and-groove joint with the ends of the graft. 
With the same adjustment of the twin saws a graft 
is removed from the anterior internal surface of the 
patient’s tibia sufficiently long to fill in the groove 
in the fracture ends and made to fit over the tongue 
ends of the gutter. Holes are drilled in the sides of 
the gutter so as to secure the graft in place by kan- 
garoo tendon, the elasticity of the soft parts holding 
the ends together. 

In ununited fracture of the neck of the femur, in- 


stead of using the metal spike the author has de- 
vised the live-bone spike taken from the patient’s 
tibia and shaped in the doweling instrument to fit a 
drill hole through the great trochanter into the head 
of the femur. 

In fresh fractures where an open method is _ne- 
cessary, the graft can be taken from the fractured 
ends by making one groove twice as long as that in 
the other fractured bone-end, removing the short 
fragment and sliding the long fragment along so as 
to span the fracture. 

His method of erasion applicable to acute adult 
tuberculosis of the knee consists of the removal with 
the bone saw of sufficient areas of the articulation. 
If the patella is healthy it is used for the grafts; 
otherwise grafts are removed from the tibia. The 
grafts thus bridging the junction of the femur and 
tibia are held in place by bone pegs. as in the case of 
fracture, or by kangaroo tendon. 

In cases of paralytic or congenital dislocation of 
the hip persistently relapsing, the author deepens the 
acetabulum by a broad bone incision about half an 
inch back of the superior border of the acetabulum 
and, drawing this shelf of bone farther outward over 
the head of the femur to hold this segment from re- 
turning to its original position, a wedge-shaped 
graft, removed either from the tibia or the great 
trochanter, is inserted into the gap formed by the 
prying outward of the roof of the acetabulum, tak- 
ing a reef in the relaxed upper segment of the cap- 
sule, thus holding the head of the femur more secure- 
ly in position. 

To correct the deformity in cases of relapsed and 
congenital club-foot, the author uses a wedge graft, 
removed either from the tibia or the cuboid bone of 
the deformed foot. 

In paralytic club-foot, the articulating surfaces 
of the scaphoid and astragulus are sliced off and the 
wedge is placed between these bones. 

Albee’s conclusions are that the bone-graft fur- 
nishes a most trustworthy surgical agent; that the 
endosteum, marrow substance, and _ periosteum 
should be included in the graft to aid in osteogenesis 
and a rapid establishment of blood supply; that 
rapid union is enhanced by placing small particles 
of bone in contact with the transplant; that living 
bone possesses certain bacteria-resisting properties; 
that the bone-graft stimulates osteogenesis, and the 
graft immediately adhering by new-formed tissue 
should take the place of all internal metal splints. 

The description of technique is complete, and the 
illustrations, drawings, and case reports add much 
to the value of the article. 


Bernheim, B. M.: 
fusion of Blood. 
cinnati, 1914, Oct. 


Hemolysis Following Trans- 
Tr. Mississippi M. Ass., Cin- 
By Surg., Gynec. & Obst. 
Having had one fatal case of hemolysis following 
an emergency transfusion of blood and one non-fatal 
case following a transfusion for therapeutic purposes, 
Bernheim sent out a question form to various sur- 
geons throughout the country with the view of as- 
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certaining just how frequently hemolysis does occur 
following transfusion and what the consequences are. 
Briefly, he found that in 800 reported transfusions 
there were 15 cases of macroscopic hemolysis, an 
average of about 2 per cent. In these 15 cases there 
were 11 recoveries and 4 deaths. No hemolytic tests 
were made in three of the instances where death 
occurred, although there was plenty of time to have 
done so in two of the cases. The third was Bern- 
heim’s own case, which was a post-operative emer- 
gency case in which there was no time for making 
tests. In the fourth death, tests were made and it 
was known that ‘‘the donor’s cells were slightly 
agglutinated by the patient’s serum,” but since 
agglutination is an entirely different process from 
hemolysis, and since no other donor was available, 
it was considered fairly safe to use this donor — 
and the result was that a fatality occurred. 

Tests were made in 11 of the 15 recoveries, and in 
9 instances hemolysis was prognosticated. That 
there were no fatalities in this group is considered 
almost a miracle by Bernheim, who feels that his 
study proves the value of the blood tests. 

The author divides the dangers of transfusion into 
(1) immediate and (2) late, or delayed, danger. The 
first, or immediate, is acute dilatation of the heart 
consequent upon an inflow of blood of such force and 
rate that the recipient’s heart is overwhelmed. A 
definite train of signs and symptoms indicates such 
a condition, which can always be recognized and 
avoided by the careful operator. 

The late, or delayed, danger is that of hemolysis, 
which can be prognosticated in practically every 
instance by careful tests prior to transfusion. Bern- 
heim feels that in the emergencies no thought should 
be given to the danger of hemloysis. He thinks it 
far better to transfuse immediately and save a 
patient from imminent death, running the slight risk 
of a late hemolysis, than to temporize with tests 
which require at least two hours even under the most 
propitious circumstances, for their proper perform- 
ance — during which time the last flicker of life may 
disappear. Where, however, there is time,— which 
is the case in the majority of instances,— failure to 
have the tests made is an inexcusable blunder. The 
majority of bad results are not reported and Bern- 
heim knows of numerous instances of hemolysis, 
which for one reason or another he could not include 
in his study, so that instead of an incidence of 2 per 
cent, the true average occurrence of hemolysis would 
at present probably be nearer 4 per cent, and prac- 
tically all of it can be prevented. 


Ransohoff, J. L.: Radium in the Treatment of 
Cancer of the Uterus. 77. Mississippi Valley 
M. Ass., Cincinnati, 1914, Oct. 

By Surg., Gynec. & Obst. 
Radium is of undoubted value in cancers of the 
uterus at any and every stage of the disease. The 
control of hemorrhage, discharge, and pain is un- 
doubted. In every instance the radium has a bene- 

ficial local action—the disease disappearing local'y. 


The question as to whether radium has a perma- 
nent curative effect on cancers of the uterus must 
be left to the future to decide, as a large number of 
permanent cures is necessary before the claims of 
radium can be substantiated. 

The same may be said of the use of radium in 
operable cases. At present, if possible, radium 
should be used in all cases of inoperable cancers of 
the uterus when the patient is not in the extreme 
stage of emaciation and cachexia. 

If the promises of radium in the treatment of 
cancers of the uterus are substantiated by permanent 
cures, radium may, in the future, entirely supplant 
operation, unless improved technique decreases the 
large operative mortality and promises a higher per 
cent of radical cures. 


Koll, I. S.: Renal Infections from a Bacteriologic 
Point of View. Tr. Mississippi Valley M. Ass., 
Cincinnati, 1914, Oct. By Surg., Gynec. & Obst. 


To properly consider the bacteriology of renal 
infections it is necessary to take into consideration 
the various factors that act as contributory to the 
passage of the pathogenic bacteria into the kidney. 
The relative importance of the three routes now 
accepted—lymphogenous, hematogenous, and uroge- 
nous—is of considerable interest. The present 
definite knowledge of the lymph-channels draining 
from the intestinal tract into the kidney readily 
accounts for the frequency of infections of the kid- 
ney associated with acute and chronic gastro-intes- 
tinal disturbances, a fact that even at present is not 
well recognized by the profession at large. Infec- 
tions through the ureter from below cannot take 
place in the absence of an obstruction which may be 
either extra- or intra-ureteral. 

A point of particular importance that demands a 
great deal of consideration is the pyelitis associated 
with pregnancy, the frequency of which is estimated 
as high as 20 per cent by some obstetricians. 

Of late the hematogenous route seems to have 
been neglected in the consideration of the carriage of 
bacteria to the kidney. Its importance, however, 
should not be underestimated, as there can be no 
doubt but that the importance of the circulatory 
system as a carrier of bacteria is of as great, if not 
greater, importance than that of the lymph stream 

A careful perusal of the literature shows the order 
of frequency of the infecting organisms to be: the 
colon bacillus—in 90 per cent of the cases; staphy- 
lococcus pyogenes aureus; streptococcus pyogenes; 
typhoid bacillus; gonococcus; bacillus fecalis alkali- 
genes, 2 cases; and the pneumococcus. Of para- 
sites, the echinococcus, Bilharzia haematobium, 
actinomyces, in the order of their frequency, are 
mentioned by various writers. 

Three factors should be recognized in arriving at 
a diagnosis which will give a basis for a rational 
treatment: (1) What is the contributing cause? 
(2) What is the invading organism? (3) What is 
the pathology—pyelitis, pyelonephritis, or pyone- 
phrosis? 
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Geraghty, J. T.: Functional Renal Tests. Tr. 
Mississippi Valley M. Ass., Cincinnati, 1914, Oct. 
By Surg., Gynec. & Obst. 


The necessity for functional renal tests arises from 
the fact that without them it is not always possible 
to recognize the presence of renal disease, and, 
above all, it is difficult to recognize the extent to 
which the presence of renal injury interferes with the 
function of the organ. 

In true nephritis it has been found that the 
phthalein test in combination with a blood urea 
estimation furnishes practically all of the informa- 
tion which can be derived from these iunctional 
studies, except in rare instances. Chloride estima- 
tions are useful in a special group, but for cases of 
urinary obstruction the phthalein test is incom- 
parable, and only when the phthalein excretion is 
very low is it necessary to have a blood urea estima- 
tion. The presence of a high blood urea and a very 
low phthalein should contra-indicate operation and 
should call for more protracted preliminary treat- 
ment. For estimation of function in association with 
ureteral catheterization, the phathlein test is the 
simplest and furnishes the most accurate informa- 
tion. A considerable increase in the blood urea 
occurs only in the presence of rather severe bilateral 
renal disease. 

While functional tests are extremely valuable and 
supply data frequently unavailable from any other 
source, it should be remembered that they reveal 
only the excretory capacity of the kidney. By 
themselves they do not make the diagnosis or supply 
the prognosis. They only indicate the functional 
value of the kidney at the time at which the test is 
performed, but cannot by.themselves indicate what 
the renal function will be to-morrow or next weck. 
This latter information must be derived from the 
knowledge of the underlying pathologic process 
which is producing the reduced function. 


Braasch, W. F.: Factors which Determine the 
Advisability of Prostatectomy. Tr. Mississippi 
Valley M. Ass., Cincinnati, 1914, Oct. 

By Surg., Gynec. & Obst. 


The author takes up for brief consideration the 
following factors which may influence the advisabil- 
ity of prostatectomy: viz., renal insufficiency, in- 
fection, lithiasis, atony of the bladder, and carci- 
noma. The patient’s subjective symptoms together 
with the objective data following drainage of the 
bladder usually offer a satisfactory index of the 
functional capacity of the kidney, prior to operation, 
and should be relied upon in deciding whether the 
patient is ready for operation or not. The practical 
value of the so-called renal functional tests is of 
limited value as an aid in the prognosis of cases 
with urinary obstruction. Renal infection is a very 
important factor in the prognosis of prostatectomy 
and it is often difficult to estimate its degree. 

Stone in the bladder as a complication to urinary 
obstruction occurred in 120, or 14 per cent, of the 872 


patients on whom prostatectomy was performed in 
the Mayo clinic up to October 1, 1914. Stone was 
found in the kidney in but 3 of these patients. 
When stone was found in the bladder together with 
hypertrophied prostate, it was usually advisable 
first to remove the stone and drain the bladder. 
Occasionally the stone is the indirect cause of resid- 
ual urine and temporary prostatic engorgement, 
which is reduced by the removal of the stone. 

Not infrequently atony of the bladder is seen 
where no evident lesion in the nervous system can be 
discovered and when neither digital nor urethro- 
scopic examination shows prostatic obstruction. 
This condition is frequently the result of an evident 
spastic condition of the internal sphincter which 
may frequently be relieved through endoscopic in- 
cision of the sphincter. 

The cystoscope is of considerable value in the 
diagnosis of urinary obstruction in selected cases; 
it is, however, frequently contra-indicated with 
marked hypertrophy of the prostate gland. In 
cases of urinary obstruction, urethroscopic data may 
be of greater importance than cystoscopic data. 
This is particularly true of doubtful cases of carci- 
noma of the prostate and cases of intra-urethral en- 
largement of the prostate. The author described 
three cases in which urethroscopic examination 
showed enlargement of the prostate extending into 
the lumen of the urethra which could not be detected 
either by cystoscopic or rectal examination. With 
carcinoma of the prostate, instead of the usual sulcus 
seen in the posterior of the urethra between the 
hypertrophied lobes, an elevation of the floor of the 
urethra may be apparent between the lobes; a con- 
dition which on digital examination may simulate 
an inoperable degree of malignancy is subacute pros- 
tatic infection. 


Cabot, H.: Anuria: Its Etiologic and Surgical 
Phases. 7r. Mississippi Valley M. Ass., Cincin- 
nati, 1914, Oct. By Surg., Gynec. & Obst. 

Classified according to pathology, there are two 
types of anuria: the secretory and the excretory. 

Classified by clinical causes, there are three types: 
the neuropathic, the destructive, and the obstructive. 

Diagnosis of the presence of anuria is always sim- 
ple. Diagnosis of its cause requires care, the use of 
all the means at our disposal, and accurate deduc- 
tions. 

Operation must be considered in all cases not due 
to destruction of kidney tissue. In cases of acute 
nephritis, operation may tide over an emergency 
but is rarely indicated. In cases due to obstruction 
of the ureter from without, operation will relieve 
the obstruction and is indicated when the cause is 
wholly removable, as in benign tumors. 

Operation is always indicated in anuria due to 
obstruction within the ureter. If both sides are 
obstructed, both should be operated upon at the same 
sitting. If one is obstructed and the other has 
stopped secreting from reflex or from other causes, 
operation is indicated only on the obstructed side. 
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